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American  Indian  Policy  Review  Commission, 

Congress  of  the  United  States, 

July  1976. 

To  the  Commission:  Attached  is  the  final  report  of  the  Task  Force 
on  Health.  This  report  represents  the  best  efforts  of  several  persons 
and  is  directed  at  those  areas  most  urgently  demanding  attention.  The 
unfortunate  constraints  under  which  the  Task  Force  labored  pro- 
hibited a  more  comprehensive  analysis.  Particularly  needed  are  dis- 
cussions of  an  expanded  biomedical  research  capability  for  the  Indian 
Health  Service,  the  role  of  the  Department  of  Health  Education  and 
Welfare  as  a  Trustee  for  Indians,  Indian  Health  Manpower,  an  Indian 
School  of  Medicine  and  Allied  Health  Sciences,  and  an  international 
comparative  study  of  Aboriginal  inhabitants'  health  status.  The  role 
of  Indian  in  a  proposed  National  Health  Insurance  program  had  to  be 
attached  as  an  appendix. 

Since  submission  of  the  draft  of  this  report,  the  President  has 
signed  into  law  the  Indian  Health  Care  Improvement  Act.  If  Congress 
now  fulfills  its  reponsibility  under  this  Act,  many  of  the  problems 
outlined  herein  will  be  ameliorated. 
Respectfully  submitted, 

Everett  R.  Rhoades,  M.D., 

Chairman. 

Lillie  McGarvey, 
Luana  Reyes, 
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Part  One 


THE  TASK  FORCE  ON  HEALTH  OF  THE  AMERICAN 
INDIAN  POLICY  REVIEW  COMMISSION 

Chapter  1 

Introduction 

Foreword 

The  aboriginal  inhabitants  of  the  American  continent  are  not  known. 
Whether  they  had  a  direct  lineal  relationship  with  present  day  In- 
dians is  not  known.  Certain  archeologic  evidence  suggests  that  perhaps 
anthropologically  distinct  people  occupied  the  continent  before  present 
Indians  did.  Certainly  the  paleo-hunters  possessed  certain  attributes 
that  were  clearly  distinctive.  It  is  possible,  and  even  plausible,  that 
intercontinental  travel  was  relatively  commonplace  for  centuries  prior 
to  the  history-shattering  first  voyage  of  Columbus,  as  has  been  sug- 
gested by  Thor  Heyerdal  and  others.  Be  that  as  it  may,  the  American 
continent  was  populated  by  the  near  ancestors  of  all  present  Indians. 
The  civilization  they  possessed,  the  social  organization,  the  freedom, 
and  their  attitudes  towards  health  were  manifestly  superior  to  that 
brought  to  this  continent  by  the  Europeans.  It  has  not  been  possible 
in  the  present  study  to  lay  the  American  historical  basis  for  under- 
standing the  relationship  of  Indians  to  the  federal  government.  This 
is  unfortunate  because  it  is  not  possible  to  really  understand  the  place 
of  American  Indians  in  American  society  without  understanding  the 
very  peculiar  and  special  people  who  literally  overran  the  continent 
between  the  early  1600's  and  the  late  1800's. 

The  reader  is  referred  to  two  delightful  recent  histories  of  the  United 
States.  The  first  is  the  popular  volume  "America"  by  Alistair  Cooke. 
Mr.  Cooke  points  out  that  the  most  important  date  and  event  for 
America  prior  to  its  "discovery"  by  Columbus  (and  therefore  for  the 
American  Indian)  was  the  fall  of  Constantinople  in  1453.  The  capture 
of  this  key  cross-roads  city  cut  off  the  important  overland  route  to 
the  orient,  forcing  exploration  by  sea.  This  led  inevitably  to  Columbus' 
voyage  of  discovery.  The  second  is  the  in-depth  three  volume  study 
by  Daniel  Boorstin  entitled  "The  Americans."  Few  accounts  can 
match  the  special  genius  of  these  volumes  in  capturing  the  uniqueness 
of  non-Indians  who  came  to  these  shores.  The  portraits  drawn  by 
Dr.  Boorstin  help  one  understand  the  inevitability  of  domination  of 
Indians  by  non-Indians  during  the  critical  years  after  1600.  Bitterness 
is  assuaged  somewhat  by  the  realization  that  the  non-Indians  coming 
to  this  country  were  just  as  helpless  in  altering  their  behavior  as  were 
the  Indians.  An  overwhelming  historical  tide  sweeping  over  the  land 
touched  all  alike,  although  in  different  ways. 

Unfortunately,  one  of  the  most  serious  side  effects  of  the  non-Indian 
immigration  was  the  impact  it  had  upon  the  health  of  American  In- 
dians. That  is  what  the  present  study  is  about. 

(l) 
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The  American  Indian  Policy  Review  Commission 

The  experience  of  the  task  force  members  during  the  past  year  has 
not  been  pleasant.  The  fears  expressed  by  all  in  the  initial  stages  that 
the  function  of  the  commission  was  poorly  conceived  and  designed, 
combined  with  the  obviously  prohibitive  time  and  budget  constraints, 
proved  to  be  all  too  true.  In  1955  at  the  time  of  the  transfer  of  Indian 
Health  Service  from  the  Department  of  Interior  to  the  Department 
of  Health,  Education  and  Welfare,  a  study  of  Indian  health  was 
authorized.  For  this  study  a  sum  of  $250,000  was  appropriated  and  a 
large  task  force  conducted  a  study  over  a  period  of  about  18  months. 
The  task  force  on  health  was  originally  budgeted  for  approximately 
$95,000  and  was  to  prepare  a  "comprehensive"  report  of  Indian 
health  with  special  attention  to  federal-Indian  relationships.  In  terms 
of  inflationary  costs,  it  is  obvious  that  the  present  task  force  was 
really  being  asked  to  do  an  impossible  job.  In  spite  of  numerous 
requests  for  time  and  budgetary  extensions  by  several  task  forces, 
the  commission  proved  to  be  adamantly  rigid  to  the  point  of  expressing 
willingness  to  accept  a  substandard  report  if  that  is  all  that  was  avail- 
able at  the  end  of  one  year. 

In  effect  the  design  provided  for  two  groups  to  produce  recommenda- 
tions. The  commission  itself  with  its  own  staff  was  to  be  in  existence 
for  two  years  during  which  it  carried  on  a  variety  of  activities  which 
theoretically  were  to  supplement  task  force  findings.  The  main  bulk 
of  work  was  to  be  performed  by  eleven  task  forces  who  would  make 
reports  to  the  commission.  Subsequently,  the  commission  would  then 
make  its  report  to  Congress.  The  defects  of  such  a  plan  of  procedure 
are  obvious.  Was  the  commission  going  to  do  nothing  until  the  task 
forces  were  finished  or  was  the  commission  also  going  to  perform 
investigations  during  the  time  the  task  forces  were  investigating? 
The  confusion  resulting  from  the  latter  persisted  throughout  the  life 
of  the  task  force. 

A  major  difficulty  in  task  force  operation  was  the  inability  of  task 
force  members  to  devote  their  entire  attention  to  task  force  activities. 
Some  of  the  task  forces  had  members  who  were  able  to  devote  their 
entire  time  to  task  force  work  and  in  general  these  were  most  successful. 
The  task  forces,  however,  were  assured  that  it  would  not  be  neces- 
sary to  have  full  time  task  force  members  because  an  extensive  com- 
mission core  staff  would  be  available  for  research,  clerical  and  adminis- 
trative support  and  editing.  Indeed,  PL  93-580  establishing  the 
commission  states  "(d)  The  Commission  shall,  pursuant  to  section  6, 
insure  that  the  task  forces  are  provided  with  adequate  staff  support 
in  addition  to  that  authorized  under  section  6(a),  to  carry  out  the 
projects  assigned  to  them."  This  was  never  done,  putting  the  com- 
mission in  violation  of  the  very  law  which  established  it.  This  failure 
proved  very  costly  in  terms  of  lost  time  and  wasted  effort. 

The  Task  Force  on  Health 

Although  the  American  Indian  Policy  Keview  Commission  was  set 
up  in  Jan.  1975,  the  Task  Force  on  health  was  not  appointed  until 
July  1975,  after  exactly  one-half  year  had  elapsed.  The  Task  Force 
members  were  Dr.  Everett  R.  Rhoades,  Kiowa;  Luana  Reyes,  Col- 
ville,  and  Lillie  McGarvey,  Aleut.  Each  had  years  of  experience  in 
Indian  affairs  with  a  special,  but  not  necessarily  exclusive,  background 
in  health. 
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Dr.  Rhoades  has  served  as  Vice-Chairman  of  his  tribe  and  on  a 
number  of  tribal  and  intertribal  organizations,  as  well  as  participating 
in  the  organization  of  the  Oklahoma  City  Urban  Indian  Health 
Board. 

Luana  Reyes  is  one  of  the  pioneer  leaders  in  urban  health  care  for 
Indians  and  is  the  director  of  the  Seattle  Indian  Health  Center.  She 
has  played  a  leading  role  in  securing  recognition  for  urban  Indians 
and  obtaining  appropriations  from  Congress. 

Lillie  McGarvey  served  as  Health  Aide  in  her  native  village  of 
Unalaska  before  there  was  a  formal  health  aide  program.  She  was 
Chairman  of  the  Alaska  Area  Health  Board  and  a  member  of  the 
National  Indian  Health  Board,  and  continues  to  be  a  leading  advocate 
for  Indians  and  Alaskan  natives. 

Other  factors  than  those  mentioned  above  have  interfered  with  the 
smooth  functioning  of  the  Task  Force : 

1.  The  short  lead  time  between  appointment  and  operation  did  not 
permit  the  reassignment  of  each  person's  already  heavy  obligations. 
This  year  witnessed  many  national  activities  relating  to  Indian  health 
such  as  the  Congressional  add-on  appropriations,  the  budget  rescissions, 
and  introduction  of  the  Indian  Health  Care  Improvement  Act.  Task 
Force  members,  because  of  a  heavy  previous  commitment  to  these 
and  other  kinds  of  activities,  were  often  torn  between  other  responsi- 
bilities and  task  force  duties.  Had  there  been  a  longer  period  of  time 
before  assuming  duties,  it  would  have  been  possible  to  arrange  for 
coverage  of  other  obligations,  and  consequently  each  task  force  mem- 
ber could  have  devoted  more  time  to  the  duties  of  the  task  force. 
The  employers  of  some  task  force  members  were  not  always  sympa- 
thetic to  the  demands  of  the  commission,  and  in  an  occasional  instance 
even  attempted  to  get  the  task  force  member  to  resign. 

2.  The  extreme  geographic  separation  of  task  force  members  created 
a  serious  interference  with  communication  and  coordination.  The 
expense  of  meeting  ultimately  proved  to  be  a  serious  limiting  factor 
in  the  functioning  of  the  task  force. 

An  example  of  inadequate  prior  planning  and  coordination  was  the 
fact  that  the  task  force  was  expected  to  be  at  a  briefing  in  the  new 
commission  offices  in  Washington,  D.C.  on  July  28-29,  1976,  after 
only  two  weeks'  notification.  Because  of  the  short  notice,  only  two 
members  were  able  to  attend.  At  this  briefing,  the  task  force  en- 
countered its  first  ominous  warning  that  it  would  be  difficult  to  operate 
under  the  unsatisfactory  arrangements  of  commission  staff.  The  task 
force  learned  that  a  decision  had  been  made  to  create  an  eleventh 
task  force,  to  be  concerned  with  alcoholism.  The  alcoholism  and  health 
task  forces  were  expected  to  share  a  task  force  specialist.  This  specialist 
was  to  be  the  "key  person"  for  each  task  force,  being  responsible  for 
research  activities  as  well  as  administration.  This  had  the  effect  of 
draining  funds  from  these  two  task  forces.  The  arbitral  assigning  of 
budgets  and  tasks  represented  an  additional  defect  of  planning.  A 
great  variety  of  task  forces  were  apparently  presumed  to  achieve  their 
goals  and  objectives  in  an  identical  fashion — hence  instructions, 
budgets,  etc.  were  basically  identical. 

As  pointed  out  by  the  Task  Force  Chairman  at  the  initial  briefing, 
in  planning  a  research  effort  one  defines  a  problem,  reviews  literature, 
formulates  a  protocol  for  investigation,  carries  out  the  research,  and 
prepares  a  report.  After  the  plan  of  investigation  is  formulated,  a 
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budge)!  i<  prepared  that  will  be  sufficient  for  carrying  out  the  study  and 
preparing  the  report.  In  the  case  of  the  commission,  the  process  was 
set  up  ju^t  backwards.  The  task  force  was  given  a  budget  and  told  to 
do  a  "comprehensive"  study.  Such  a  backward  plan  is  programmed  to 
fail,  and  several  task  forces  warned  the  commission  of  this  defect. 

Not  only  was  the  commission  staff  unresponsive  to  objections  by 
both  the  alcoholism  and  health  task  forces  that  one  specialist  could 
not  serve  two  distinct  and  separate  entities,  but  the  commission  pro- 
vided no  consistent  advice  to  the  task  forces,  finally  declaring  that  the 
task  forces  "must  work  the  problem  out  themselves."  This  attitude 
reflected  another  fundamental  defect  in  the  operation  of  the  com- 
mission. 

The  task  forces  were  told  that  they  would  have  a  free  hand  and 
would  operate  as  complete  entities  with  no  interference  from  the 
Commission  or  its  staff.  However,  in  practice,  this  was  not  the  case. 
The  initial  briefing  was  spent  in  a  detailed,  convoluted  description  of 
"matrices"  and  "plans"  that  not  only  had  no  relation  to  task  force 
study,  but  on  the  contrary  proved  to  be  an  impediment.  Elaborate 
instructions  were  given  for  the  development  of  a  "scope  of  work"  and 
"plan  of  operation,"  presumably  with  a  desire  to  simplify  the  final 
commission  report.  Unfortunately,  these  instructions  were  vague, 
duplicatory,  and  irrelevant.  Attempts  to  make  health  research  fit  the 
"matrix"  made  no  sense.  As  if  this  were  not  enough,  the  commission 
several  weeks  later  issued  an  entire  new  set  of  instructions  for  a  new 
"matrix"  necessitating  additional  lost  time  in  again  attempting  to 
get  the  task  force  plan  to  fit  someone  else's  arbitrary  formulation. 
In  spite  of  these  fundamental  defects  the  task  force  made  every  effort 
to  comply  with  the  directives  from  the  commission,  even  though  the 
commission  conveyed  little  familiarity  with  the  requirements  of  this 
type  of  research. 

Attempts  to  reach  an  accommodation  on  a  task  force  Specialist 
between  the  two  task  forces  occupied  another  few  weeks  of  precious 
time  but  failed  when  it  became  clear  that  the  needs  for  task  force 
Specialist  support  for  each  were  fundamentally  different.  In  the 
absence  of  guidance  from  the  Commission,  the  Task  Force  on  Health 
thereupon  elected  to  give  the  total  task  force  position  to  the  Alcohol- 
ism Task  Force  and  seek  an  alternative  source  of  support  for  a  separate 
specialist  for  itself.  The  Task  Force  on  Health  sought  the  services  of  a 
specialist  from  the  Indian  Health  Service  to  be  assigned  to  the  Task 
Force  on  detached  dut}r.  Further  delay  resulted  from  the  need  to  in- 
vestigate the  legality  of  such  an  assignment  and  the  need  for  ad- 
ministrative clarification  required  by  the  United  States  Senate.  This 
was  finally  obtained  and  approval  was  given  by  the  commission  and 
Mr.  Alan  Cayous  was  selected  as  the  Task  Force  Specialist,  but  was 
unable  to  begin  his  assignment  until  after  the  middle  of  September, 
1975.  Again  the  time  frame  provided  to  the  commission  for  these 
inevitable  organization  requirements  was  completely  unrealistic.  The 
selection  of  such  a  key  person  as  Task  Force  Specialist  could  easily 
have  required  several  weeks. 

Another  administrative  difficulty  arose  from  the  fact  that  the  Task 
Force  Chairman  had  a  part-time  appointment  as  a  physician  with  the 
Veterans  Administration.  Consultation  with  the  Veterans  Adminis- 
tration indicated  that  there  would  be  no  difficulty  in  the  Task  Force 
Chairman  working  as  a  Consultant  for  Congress  since  his  obligation 
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to  the  Veterans  Administration  was  to  provide  only  25  hours  per  week 
of  work.  Indeed,  the  Task  Force  Chairman  had  served  as  a  con- 
sultant to  several  governmental  agencies  during  his  employment  by 
the  Veterans  Administration.  However,  the  U.S.  Senate  personnel 
policies  prohibited  this  and  another  valuable  few  weeks  were  lost  in 
seeking  clarification  from  the  U.S.  Senate  personnel  office. 

The  above  factors  could  have  been  adequately  planned  for.  It  is  not 
unusual  for  three  or  four  months  to  be  required  for  setting  up  such  a 
task  force  and  making  it  operational.  However,  an  unreasonably  short 
period  of  time  was  available  for  the  development  and  carrying  out  of  a 
major  research  problem.  As  was  repeatedly  pointed  out  by  the  task 
force  members,  it  was  unreasonable  to  expect  a  significant  accomplish- 
ment within  the  time  constraint  of  one  year.  The  collection  and 
analysis  of  unknown  data,  to  say  nothing  of  the  preparation  of  a 
"comprehensive  report,"  simply  cannot  be  adequately  performed 
within  one  year.  The  commission  remained  strangel}7-  insensitive  to 
concerns  about  this  voiced  by  virtually  all  the  task  forces. 

It  was  obvious  by  the  time  of  the  second  plan  of  operations  that  the 
activities  of  the  task  force  were  going  to  be  interfered  with  in  a  major 
way  by  commission  staff.  At  the  first  meeting  of  all  the  task  forces 
assembled  with  the  Director  of  the  Commission  (which  incidentally 
was  the  only  such  meeting  held  throughout  the  entire  project),  the 
Director  stated  explicity  that  he  did  not  intend  in  any  way  to  in- 
terfere with  the  task  forces  which  were  to  exercise  their  activities 
free  and  independently  of  the  commission  staff.  In  spite  of  this,  the 
task  force  received  a  continual  series  of  requests,  demands  and 
evaluations,  some  of  which  seriously  interfered  with  task  force  work. 
An  example  of  this  was  the  demand  that  the  task  force  provide  a 
briefing  to  Congressional  members  and  staff  at  a  time  when  all  findings 
could  only  be  preliminary. 

Cooperation  of  Indian  people  was  not  always  easy  to  obtain  and  in 
fact  in  some  instances  the  task  force  was  advised  that  it  was  not 
welcome  to  come  into  certain  areas.  The  All  Indian  Pueblo  Council 
of  New  Mexico  refused  to  meet  with  the  task  force.  Mr.  Howard 
Tommie,  Chairman  of  the  Seminole  Tribe  in  Florida,  made  it  clear 
that  he  did  not  want  the  task  force  doing  any  studies  in  his  area. 
Finally,  the  Chairman  of  the  National  Indian  Health  Board,  Mr.  Mel 
Sampson,  made  it  clear  that  he  did  not  consider  the  task  force  com- 
petent to  evaluate  Indian  health. 

The  task  force  plan 

Because  of  the  multiplicity  of  studies  relating  to  Indian  health  over 
the  last  fifty  years,  the  number  of  publications  in  scientific  journals, 
and  the  considerable  number  of  congressional  hearings,  all  relating  to 
Indian  health,  it  was  felt  that  the  most  efficient  use  of  the  task  force 
members'  efforts  would  be  to  review  these  studies,  test  them  against 
the  common  experience  of  the  task  force  members,  develop  a  scholarly 
and  systematic  approach  to  the  definition  of  Indian  health  problems, 
following  which,  depending  upon  deficiencies  discovered,  a  series  of 
site  visits  would  be  held  in  certain  areas  of  the  United  States  that 
would  permit  acquisition  of  additional  information.  It  was  believed 
by  the  task  force  that  even  though  there  was  strong  urging  by  the 
commission  to  have  field  hearings  to  "gather  grass  roots  information," 
such  hearings  were  not  an  adequate  way  to  obtain  scientifically  valid 
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information.  First,  there  is  no  assurance  that  such  hearings  do  provide 
input  from  true  "grass  root  Indians."  Second,  such  hearings  too  often 
simply  are  a  recitation  of  individual  experiences  which  are  often  highly 
biased  and  frequently  misleading.  Third,  there  was  a  strong  concern  by 
task  force  members  that  such  hearings  were  in  large  part  planned  to 
provide  a  degree  of  visibility  for  the  commission.  However,  the  com- 
mission staff  became  insistent  upon  having  field  hearings  and  as  a 
result  of  this  insistence,  the  task  force  set  up  a  series  of  hearings  in 
Phoenix,  Albuquerque,  Portland,  Billings,  South  Dakota,  Oklahoma 
and  Alaska. 

It  was  originally  thought  that  the  task  force  could  provide  two 
unique  approaches  to  the  desired  goal  of  making  an  evaluation  of 
Federal-Indian  relationship  in  the  field  of  health.  The  first  had  to  do 
with  the  need  for  some  basis  for  making  a  true  evaluation  of  the 
Federal-Indian  relationship,  with  the  need  for  some  standard  that 
could  be  used  for  comparison.  That  is,  can  one  really  understand  the 
United  States  Federal-Indian  relationships  without  some  comparison 
to  similar  relationships  in  other  countries?  Fortunately,  there  are  a 
number  of  situations  in  the  world  which  provide  for  such  a  comparison. 
Such  situations  exist  in  New  Zealand,  Scandinavia,  Finland,  Australia 
and  throughout  North,  Central,  and  South  America.  Thus,  there  are 
a  number  of  "natural  experiments"  taking  place  in  the  world  with  a 
multiplicity  of  relationships  between  national  governments  and 
aboriginal  people.  An  analysis  of  these  relationships  would  undoubted- 
ly provide  excellent  comparison  for  the  United  States,  and  undoubted- 
ly yield  substantial  data  relating  to  Indian  health  proposals  for  the 
United  States  for  the  "next  fifty  years."  It  is  even  possible  that  a 
discovery  might  be  made  which  would  show  that  the  United  States  is 
actually  doing  a  reasonable  job  of  providing  Indian  health  care.  Such  a 
conclusion  would  surely  be  worth  while.  Unfortunately,  the  same 
shortsighted  original  planning,  insufficient  funding,  and  time  con- 
straints prevented  this  valuable  study.  It  is  hoped  that  such  a  study 
can  be  developed  and  performed  by  some  appropriate  group  in  the 
future. 

The  second  special  technique  planned  by  the  task  force  was  that  of 
convening  a  recognized  group  of  original  creative  thinkers,  Indian  and 
non-Indian,  who  would  meet  during  the  third  quarter,  review  the 
findings  of  the  task  force,  then  make  recommendations  for  innovative 
plans,  programs,  and  legislation.  Again,  time  and  budgetary  con- 
straints prevented  this  from  taking  place.  It  would  seem  that  such  a 
seminar  should  be  supported,  particularly  in  view  of  so  man}'  changes 
taking  place  in  American  society  that  have  an  impact  on  Indian  health. 

Task  force  staff  and  consultant 

The  task  force  was  extremely  fortunate  in  obtaining  staff  assistance 
from  Sheri  Scott,  with  previous  experience  with  the  Coalition  of 
Eastern  Native  Americans  and  the  InterTribal  Council  of  California. 
Sheri  was  invaluable  in  coordinating  task  force  activities,  conducting 
hearings,  working  with  consultants  and  preparing  data  on  nutrition 
and  mental  health  for  the  final  report. 

Mr.  Rajinder  Chanda  provided  excellent  consultation  and  insights 
into  government  and  tribal  operations.  Mr.  Chanda  has  a  master's 
degree  in  economics  with  emphasis  on  municipal  planning  and  urban 
management.  He  added  considerable  expertise  in  the  evaluation  of 
information  gathered  and  in  preparing  the  final  report. 
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Mr.  Dan  Press,  an  attorney  and  consultant  with  R.J.  Associates  of 
Washington,  D.C.,  provided  important  studies  relating  to  the  Indian 
Health  Service  and  its  role  as  provider  of  health  services,  and  the 
concept  of  a  Guaranteed  Health  Care  Package  for  Indians. 

These  individuals,  under  the  supervision  of  the  Task  Force  Specialist 
Alan  Cayous,  were  functioning  as  a  well-coordinated  effective  team  by 
the  end  of  the  Task  Force  life.  Unfortunately,  funds  were  not  available 
to  permit  this  team  to  meet  with  the  task  force  as  planned  for  the 
last  month  in  order  to  formulate  final  recommendations. 

Dr.  Gillian  Marsden  of  Seattle  provided  a  study  of  the  impact  of 
National  Health  Insurance.  Peter  Schnurman,  of  Seattle,  provided  a 
study  of  urban  health  problems.  Dr.  Joseph  Potts  very  kindly  "loaned" 
to  the  task  force  by  Searle  laboratories  of  Chicago,  provided  an  analy- 
sis of  management  within  IHS.  Thomas  Leubben  and  Marcia  Wilson  of 
Albuquerque  prepared  a  study  of  contract  care.  Eva  Smith,  a  medical 
student  assisted  with  preparation  of  the  Traditional  Medicine  Sec- 
tion and  of  the  final  report.  Alice  Clark  provided  valuable  editing 
and  preparation  of  the  final  report.  Juanita  Stewart  of  Oklahoma 
City  donated  valuable  secretarial  support  at  no  expense  to  the  Com- 
mission. Dorothy  Tiger  also  proved  invaluable  in  Oklahoma  City  in 
the  preparation  of  the  final  report.  Special  thanks  go  to  the  Associa- 
tion of  American  Indian  Physicians,  its  Director,  Don  Jennings,  and 
Administrative  Officer  Bill  Wilson  for  considerable  clerical  and  ad- 
ministrative support. 

It  is  worth  remarking  that  through  task  force  efforts  a  number  of 
persons  were  obtained  at  no  additional  expense  to  the  Commission. 
These  include  Air.  Alan  Cayous,  The  Task  Force  Specialist,  Dr. 
Joseph  Potts,  Juanita  Stewart,  and  Dorothy  Tiger.  This  is  men- 
tioned to  dispel  the  mistaken  impression  that  the  task  force  abused  its 
budget  allowances.  A  comparison  of  final  costs  with  each  of  the  other 
task  forces  is  invited. 

The  final  report 

The  above  discussion  is  submitted  in  part  to  explain  why  the  final 
report  is  not  as  complete  as  one  would  wish.  The  task  force  strongly 
considered  dissociating  itself  from  the  report  because  of  a  concern 
that  Indian  people  had  been  ill-served  by  the  entire  process.  However, 
by  the  time  it  became  certain  that  a  less  than  satisfactory  document 
would  be  produced  and  that  the  commission  would  be  satisfied  with  a 
less  than  satisfactory  document,  it  was  felt  that  a  mass  resignation 
by  the  task  force  would  not  only  be  an  admission  of  defeat  but  would 
also  probably  be  destructive. 

The  question  arises :  why,  in  the  beginning,  did  the  task  force  agree 
to  take  on  a  task  which  had  such  a  likelihood  of  failure?  In  the  first 
place,  there  was  the  continued  hope  that  something  of  value  could 
perhaps  be  contributed  even  if  it  were  not  all  that  one  might  hope  for. 
Second  was  a  sense  of  responsibility  that  one  had  to  make  every 
effort,  however  forlorn,  to  try  once  again  to  do  a  job  which  might 
help  Indian  people.  There  was  a  real  anticipation  that  the  task  forces 
would  probably  receive  a  six  month  extension  with  a  modest  addition 
in  funds  to  permit  them  to  really  produce  an  outstanding  document. 
At  the  very  least,  it  was  expected  that  by  the  final  month  it  would 
have  been  possible  to  have  a  knowledgeable  group  working  together 
that  could  make  the  desired  recommendations.  The  task  force  was 
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never  under  the  illusion  that  it  was  the  best  possible  for  the  job  at 
hand  but  because  of  its  background,  that  it  indeed  could  make  a 
substantia]  contribution.  Likewise,  the  task  force  was  never  under  the 
illusion  that  any  grandiose  change  would  necessarily  follow  its  report. 
The  risk  that  the  report  would  simply  gather  dust  on  a  shelf  still 
exists.  With  these  defects  and  deficiencies  in  mind,  the  task  force 
believes  that  there  is  sufficient  merit  to  the  report  to  submit  it — 
with  appropriate  apologies  to  Indian  people.  The  recommendations 
are  made  against  the  background  knowledge  that  if  Indian  Health 
Service  were  adequately  funded,  most  of  the  problems  would  not 
exist  today. 

The  arrangement  of  the  final  report  called  for  b}'  the  commission 
mack1  no  sense  whatsoever.  It  was  recommended  that  a  list  of  problem 
areas  be  given  and  in  a  separate  section  a  list  of  recommendations 
based  upon  the  problem  areas  be  listed.  This  produced  a  terribly  dis- 
continuous discussion,  virtually  unreadable.  Here,  the  task  force  has 
arranged  the  topics  according  to  subject  interest,  containing  all  the 
discussion  and  recommendations.  Out  of  deference  to  the  commission, 
the  recommendations  have  been  gathered  into  a  separate  chapter.  A 
more  serious  defect  is  the  demand  by  the  commission  that  references 
cited  should  not  be  located  with  the  appropriate  chapter  but  instead 
again  compiled  separately.  The  editor  dutifully  did  this,  and  the  lapse 
of  time  has  prohibited  correcting  this  serious  mistake. 

Even  with  the  disappointments  and  frustrations,  the  task  force  is 
grateful  for  the  experience.  A  great  deal  has  been  learned.  The  recom- 
mendations, we  believe,  are  pertinent,  provide  for  newer  opportunities 
and  emphases  for  Indian  health  for  the  future,  and  in  some  instances 
represent  significant  departures  from  previous  programs.  Not  the 
least  important  fact  learned  is  that  bureaucratic  difficulties  and  prob- 
lems do  not  occur  only  in  the  executive  branch  of  the  government; 
the  same  problems  are  found  in  the  legislative  branch.  This  is  a  sober- 
ing thought  for  those  who  automatical^  blame  Indian  Health  Service 
for  the  ills  besetting  Indian  people. 


Chapter  2 


Methodology  and  Approach 

The  Health  Task  Force  developed  a  comprehensive  methodology 
for  studying  the  problem  of  Indian  health,  identifying  key  issues,  and 
developing  recommendations  for  use  by  the  Congress,  Executive 
Branch  and  the  Indian  community.  The  primary  purpose  of  this  study 
was  to  assess  the  level  of  health  of  Indians,  determine  the  causes  of 
their  low  level  of  health,  and  develop  recommendations  in  order  to 
improve  the  health  status  of  Indians. 

The  basic  philosophy  behind  the  methodology  developed  by  the 
Task  Force  was  to  utilize  the  existing  data  and  information  from 
various  sources,  and  to  obtain  fresh  inputs  both  in  quantitative  and 
qualitative  terms  from  diverse  groups  of  people,  in  order  to  develop  a 
wide  spectrum  of  views,  and  to  get  a  balanced  perspective  of  Indian 
health.  With  this  basic  philosophy  in  mind,  the  following  methodology 
was  used. 

1.  Review  of  existing  literature  and  studies. — The  Health  Task  Force 
conducted  an  intensive  review  of  existing  studies  undertaken  by  the 
federal  government  and  private  agencies.  The  Task  Force  reviewed 
the  Congressional  hearings  conducted  by  the  Senate  and  the  House 
over  the  past  several  years.  The  Task  Force  reviewed  the  relevant 
publications  of  Department  of  Health,  Education,  and  Welfare,  De- 
partment of  Interior  and  other  federal  agencies.  In  addition,  studies 
conducted  by  Indian  tribes  were  reviewed.  The  complete  list  of  all 
studies  and  publications  reviewed  by  the  Task  Force  is  contained  in 
the  bibliography  of  this  report. 

2.  Review  of  state  plans  and  policies. — Each  state  was  requested  by 
the  Task  Force  to  supply  all  pertinent  information  dealing  with  state 
policies,  legal  opinions,  departmental  directions,  and  specific  programs 
dealing  with  the  issues  and  problems  of  Indian  health  in  their  respec- 
tive states.  The  Attorneys  General  and  the  Health  Departments  of 
every  state  were  contacted.  This  was  done  to  determine  the  extent  and 
level  of  state  involvement  with  special  health  problems  of  Indians  and 
to  determine  the  benefit  that  Indians  are  deriving  from  federally 
funded  and  state  operated  health  care  programs. 

3.  Public  hearings  of  Indian  Health  Service  at  headquarters. — Since 
Indian  Health  Service  is  the  focal  point  of  health  care  to  Indians  at 
the  federal  level,  two  public  hearings  were  conducted  at  Indian  Health 
Service  headquarters  in  Rockville,  Maryland,  to  receive  input  and 
interpretation  of  the  level  of  Indian  health,  progress  made  over  the 
past  twenty  years,  mode  of  operation  of  the  service  delivery  system, 
and  Indian  Health  Service  opinions  and  suggestions  to  improve  the 
level  of  health  of  Indians. 

4-  Eight  regional  public  hearings. — Public  hearings  were  held  by  the 
Health  Task  Force  at  Portland,  Oregon;  Aberdeen,  South  Dakota; 
Billings,  Montana;  Window  Rock,  Arizona;  Oklahoma  City,  Okla- 
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homa;  Anchorage,  Alaska;  Phoenix,  Arizona;  and  Albuquerque,  New 
Mexico.  These  public  hearings  were  conducted  in  order  to  receive 
inputs  from  the  Indian  Health  Service  area  offices,  Indian  Health 
Service  units,  state  and  county  officials,  tribal  leaders,  individual 
Indians  and  anyone  else  who  wished  to  testify. 

This  was  done  to  provide  an  opportunity  for  dialogue  between  the 
Health  Task  Force  and  people  in  the  field,  and  to  receive  first  hand 
input  from  diverse  sources.  The  people  testifying  were  specifically 
questioned  about  their  feelings  and  experience  with  the  conditions  of 
Indian  people,  and  the  kind  of  services  they  were  receiving.  The  Task 
Force  solicited  their  views  with  respect  to  ways  and  means  of  improv- 
ing the  health  level  of  Indians.  The  results  of  these  hearings  are  con- 
tained in  the  appendices  to  this  report. 

5.  Site  visits  at  Indian  Health  Service  facilities  and  Indian  com- 
munities. — The  Task  Force  made  various  site  visits,  listed  in  the  table 
of  contents  of  this  report,  to  determine  the  actual  conditions  there,  and 
to  solicit  the  view  of  those  people  who  could  not  present  their  testi- 
monies and  views  in  the  public  hearings. 

6.  Review  of  facilities  on  the  reservations  and  views  of  tribal  leaders. — -A 
questionnaire  was  developed  to  determine  the  kind  of  facilities  that 
exist  on  the  reservations.  The  Task  Force  asked  opinions  of  the  tribal 
leaders  with  respect  to  the  quality  of  health  care  facilities  on  their 
reservations.  Their  views  were  solicited  with  respect  to  the  adequacy 
of  services,  and  the  ways  and  means  to  improve  the  level  of  Indian 
health.  These  questionnaires  were  sent  out  to  thirty- two  selected  tribes 
based  on  population  size,  geographical  location,  distribution  by  states. 
In  the  selection  process,  the  federally  recognized  as  well  as  non- 
federally  recognized  tribes  were  selected. 

7.  Survey  of  community  health  care  representatives  (CHR). — Since 
CHR's  are  the  "grass  roots"  providers  of  health  and  social  services  to 
the  people  and  are  closest  to  the  problems,  their  views  were  solicited 
to  determine  the  adequacy  of  health  services.  At  the  same  time,  the 
ways  and  means  of  improving  the  services  were  sought.  270  Community 
Health  Representatives  from  all  over  the  country  were  interviewed. 

8.  Survey  of  individual  Indian  households. — In  order  to  obtain 
direct  input  regarding  basic  demographic  characteristics  of  Indians, 
determine  the  level  of  their  health  and  the  services  they  are  receiving, 
as  well  as  their  views  regarding  those  services,  500  randomly  selected 
households  were  surveyed.  These  households  were  surveyed  on  the 
basis  of  size  of  tribe,  geographical  location,  and  federal  and  non- 
federal recognition.  These  households  covered  all  Indian  Health 
Service  areas  and  represented  32  tribes.  The  size  of  the  sample 
within  the  tribe  depended  on  the  population  of  the  tribe,  ensuring 
that  at  least  ten  households  were  surveyed  from  each  of  the  solicited 
tribes. 

9.  Survey  of  Indian  Health  Board  members. — Since  health  boards 
provide  advisory  services  to  the  Indian  Health  Service  at  national, 
regional,  and  local  levels,  the  Health  Task  Force  surveyed  52  active 
members  of  the  health  boards.  Members  surveyed  included  persons 
serving  on  national,  area,  and  local  health  boards.  Their  views  were 
solicited  in  order  to  determine  the  role  they  are  playing  and  their 
suggestions  for  improvement  of  the  level  of  the  health  of  Indians. 
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10.  Special  studies. — Certain  special  problems  which  concern  the 
Task  Force  were  dealt  with  by  conducting  special  studies.  These 
special  studies  were  conducted  for  contract  health  care,  impact  of 
national  insurance,  study  of  national  Indian  health  boards,  Urban 
Indians,  and  Oklahoma  Indians. 

11.  Analysis,  conclusions,  and  recommendations. — On  the  basis  of 
information  obtained  through  the  above  sources,  a  detailed  analysis 
was  performed  and  conclusions  drawn.  These  analyses  and  conclusions 
led  to  the  development  of  a  series  of  recommendations  to  be  used  by 
the  United  States  Congress,  Executive  Branch  and  the  Indian  com- 
munity, in  order  to  improve  the  level  of  Indian  health. 
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Chapter  3 


Summary  and  Recommendations 

SUMMARY 

During  the  course  of  its  investigations,  the  Health  Task  Force 
concluded  that  while  the  level  of  Indian  health  has  improved  since 
Indian  Health  Service  assumed  the  responsibility  in  1955,  Indian 
health  is  still  significantly  below  the  level  of  the  general  United  States 
population.  This  disparity  is  not  only  manifest  in  terms  of  incidence  of 
illness  and  disease,  but  also  in  terms  of  the  severity  of  the  diseases. 

Among  the  major  health  problems  identified  among  Indians  are 
tuberculosis,  gastroenteritis,  otitis  media,  pneumonia,  influenza, 
gonorrhea,  trachoma,  chickenpox,  mumps,  dysentery,  strep  throat, 
and  rheumatic  fever.  These  contribute  to  a  shorter  life  expectancy  of 
65.1  years  for  Indians  compared  with  70.8  years  in  the  general 
population. 

The  Health  Task  Force  identified  the  following  areas  of  deficiency 
in  Indian  health  care. 

1.  Inadequate  policy  to  solve  the  problems  of  Indian  health. — Indian 
Health  Service  has  a  comprehensive  list  of  its  areas  of  responsibility. 
These  include  provision  for  training  and  technical  assistance;  co- 
ordination of  available  health  resources  through  federal,  state,  and 
local  programs;  serving  as  principal  federal  advocate  for  Indian 
health;  provision  of  comprehensive  health  services  including  hospital 
and  ambulatory  medical  care;  preventive,  rehabilitative  and  environ- 
mental services.  However,  there  is  no  clear  overall  direction  or  policy 
for  implementation  of  the  various  programs.  As  a  result,  Indian  Health 
Service  operates  primarily  an  emergency  and  crisis  oriented  service. 
For  the  remainder  of  its  areas  of  responsibility,  the  response  is  often 
slow  and  inadequate.  This  has  resulted  in  increased  prevalance  of 
certain  health  deficiencies  which  are  virtually  unknown  in  the  general 
population.  Examples  are  plague  and  tuberculosis.  Some  of  the  other 
health  problems,  such  as  otitis  media,  can  be  cured  or  prevented 
medically  but  continue  to  be  widespread  among  Indians. 

2.  Inadequate  appropriations. — The  method  of  funding  for  Indian 
Health  Service  is  totally  unsatisfactory.  Fixed  limits  of  funding 
result  in  denial  of  services  to  many  who  are  entitled  to  them.  Under 
the  current  funding  method,  Indian  Health  Service  is  forced  to 
drastically  curtail  or  suspend  the  deliver}^  of  services  when  it  runs  out 
of  funds.  Inadequate  funding  also  results  in  the  provision  of  <m\y 
crisis-oriented  services,  and  other  significant  areas  of  Indian  Health 
Service  responsibility,  especially  preventive  programs,  do  not  receive 
attention. 

3.  Lack  of  adequate  mechanism  for  delivery  of  services. — It  was  found 
that  the  mechanisms  for  service  delivery  are  not  as  strong  as  they 
could  be.  This  results  in  less  than  optimal  utilization  of  resources. 
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A  management  evaluation  found  several  areas  within  Indian  Health 
Service  to  be  poorly  administered.  These  occurred  in  the  areas  of 
responsibility  and  authority  between  the  central  office,  area  office  and 
service  unit;  mechanisms  for  continuing  planning,  monitoring  and 
evaluation;  establishment  of  measurable  objectives  and  development 
of  the  best  mix  of  strategies  for  efficient  and  effective  delivery  of 
health  care  services. 

4.  Lack  of  responsiveness  on  the  part  of  state  and  local  agencies 
toward  Indians. — While  Indian  Health  Service  is  regarded  as  a  residual 
or  supplementary  service  to  the  Indian  people,  in  reality  it  is  the 
primary  provider  of  health  care  to  Indians.  Most  state  and  local 
agencies  are  not  responsive  to  the  needs  of  Indians,  often  because  they 
believe  that  health  care  for  Indians  is  the  primary  responsibility  of 
Indian  Health  Service.  This  places  Indian  Health  Service,  with 
limited  funding,  in  a  very  difficult  position. 

5.  Lack  of  oversight  and  accountability  at  all  levels  of  Indian  Health 
Service. — There  is  no  adequate  system  of  accountability  at  the  various 
levels  within  the  Indian  Health  Service.  The  goals  and  objctives  are 
not  denned  in  quantifiable  and  measureable  terms.  As  a  result,  no 
one  can  be  held  accountable  for  progress  or  the  lack  of  it.  This  holds 
true  at  service  unit,  area  office,  and  central  office  levels.  Unless  a 
system  for  accountability  can  be  set  up,  it  will  be  very  difficult  to 
measure  the  efficiency  and  effectiveness  of  Indian  Health  Service 
programs. 

MAJOR  RECOMMENDATIONS 

The  Health  Task  Force  believes  that  the  entire  approach  to  Indian 
health  problems  is  inadequate,  as  is  the  level  of  total  effect.  It  is 
believed  that  unless  major  reorientation  in  terms  of  Indian  health  is 
undertaken,  the  level  of  Indian  health  will  continue  to  be  substantially 
lower  than  the  health  of  the  general  United  States  population.  With 
this  basic  philosophy  in  mind,  the  Health  Task  Force  makes  the 
following  major  recommendations: 

1.  Cabinet  level  Indian  agency. — In  order  to  create  a  focal  point  in 
the  Executive  Branch  of  the  government  and  consolidate  all  Indian 
programs,  including  health  and  environmental  services,  it  is  recom- 
mended that  a  cabinet  level  Indian  agency  be  created.  Indian  health 
then  would  become  one  of  various  functions  of  this  agency.  The  Task 
Force  feels  that  current  interagency  agreements,  such  as  the  one 
between  Indian  Health  Service,  HUD  and  the  Bureau  of  Indian 
Affairs,  are  not  working  satisfactorily.  Consolidation  of  all  programs 
affecting  Indians  will  be  a  more  effective  instrument  for  providing 
services  to  those  needing  them. 

2.  Basic  health  care  guarantee  package. — The  Task  Force  recom- 
mends that  a  basic  health  care  package  be  available  to  all  Indians. 
Such  a  package  should  not  have  an  arbitrary  funding  limit,  as  presently 
exists.  Such  a  guaranteed  package  will  ensure  that  every  Indian 
receives  health  care.  The  gap  between  American  Indian  health  and 
that  of  the  general  United  States  population  should  be  closed  within 
a  specified  realistic  time  frame. 

3.  Preventive  and  environmental  health  program. — Environmental 
conditions  were  found  to  be  far  below  an  acceptable  level,  with  a  high 
incidence  of  diseases  related  to  water  supply  and  waste  disposal.  The 
Task  Force  recommends  high  priorit}'  for  preventive  and  environ- 
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mental  health  programs.  It  is  certainly  more  desirable  and  less 
expensive  to  prevent  illness  than  to  provide  medical  care  after  an 
illness  occurs.  Unless  a  massive  preventive  and  environmental  health 
program  can  be  undertaken,  curative  measures  will  improve  the  level 
of  Indian  health  only  slightly.  These  programs  must  be  conceived  with 
provision  of  safe  and  adequate  water,  sewer  and  waste  disposal 
facilities,  and  proper  health  education. 

4.  Urban  Indians. — The  vast  majority  of  Indians  residing  in  urban 
areas  are  deprived  of  their  entitlement  to  Indian  Health  Service  sup- 
ported contract  health  services.  This  represents  an  abrogation  of 
federal  responsibility  previously  established.  The  Task  Force  recom- 
mends that  all  health  services  be  made  available  equally  to  all  Indians 
previously  entitled  regardless  of  place  of  residence. 

5.  TV  satellite  channels  for  Alaska  and  remote  parts  of  the  United 
States. — Unreliable  communication  is  a  major  impediment  to  delivery 
of  health  services  in  Alaska  and  other  remote  areas  of  the  United 
States.  The  HEW/NASA  experiment  (using  the  AT5-6  Satellite) 
demonstrated  that  lives  could  be  saved  and  travel  costs  reduced  by 
improved  communications.  We  recommend  that  this  experiment  be 
the  basis  for  an  ongoing  program. 

6.  Management  of  Indian  Health  Service. — It  is  recommended  that 
the  lines  of  authority  and  areas  of  responsibility  between  the  central, 
area,  and  service  unit  offices  be  more  clearly  defined.  A  new  improved 
system  for  data  collection  and  analysis  should  replace  the  present 
inadequate  one.  A  review  should  be  conducted  of  administration 
requirements  for  records  and  reports,  including:  a)  elimination  of 
useless  reports,  b)  elimination  of  backlog  of  medical  summaries  and 
indexing,  c)  insurance  that  providers  contributing  to  data  system  will 
receive  data  results  for  return.  A  unified  system  for  program  planning, 
monitoring  and  evaluation  should  be  developed. 

7.  Indian  involvement  and  self-determination  in  health. — It  is  recom- 
mended that  an  Indian  Health  Service  policy  be  established  for  the 
Indian  Health  Boards  relating  to  organization,  membership,  operation 
and  relationship  to  Indian  Health  Service.  Indian  Health  Boards 
should  be  strengthened  to  make  them  more  effective  with  respect  to 
policy  making  and  establishment  of  priorities  at  all  levels.  Indian 
Health  Service  should  develop  a  time-phased  program  with  adequae 
training  and  technical  assistance  for  full  implementation  of  self- 
determination,  gradually  shifting  the  authority  and  responsibility  to 
the  tribes  as  they  so  desire. 

8.  Community  health  practitioners  and  health  aides  as  primary  pro- 
viders of  medical  care. — The  Alaska  experience  indicates  that  Commu- 
nity Health  Aides  provide  a  high  level  of  health  care,  frequently  with- 
out direct  medical  supervision.  We  recommend  that  this  program  be 
expanded  and  developed  to  a  point  where  licensure  would  not  require 
a  physician  preceptor,  and  the  Community  Health  Practitioner  could 
function  autonomously,  seeking  consultation  as  deemed  necessary. 
Fully  trained  para-medics  should  form  the  core  delivery  system  to  all 
Indians. 

9.  Contract  care. —  Eligibility  criteria  for  contract  care  should  be 
made  simple  and  uniform.  Indian  Health  Service  should  negotiate 
rates  of  payment  for  contract  services  to  avoid  paying  more  than  other 
federal  or  state  programs  pay.  Coordination  with  contractors  should 
be  improved  to  insure  continuity  of  care.  Evaluation  of  contract 
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services  should  be  continuous  at  the  service  unit  level.  Funding  for 
adequate  contract  Indian  Health  Service  staff  should  be  provided.  The 
contractor's  record  on  each  patient  should  be  made  part  of  the  patient's 
Indian  Health  Service  record. 

10.  Tribal  based  nutrition  program. — Malnutrition  is  one  of  the 
major  problems  among  Indians,  and  the  food  assistance  programs 
provided  to  them,  such  as  food  stamps  and  food  commodities,  are  not 
responsive  to  Indian  needs.  Both  quality  and  quantity  of  food  from 
these  programs  is  extremely  low.  Because  Indian  people  in  many  cases 
depend  upon  these  programs  as  their  primary  food  source,  the  Task 
Force  recommends  that  all  available  food  assistance  programs  be 
consolidated  into  tribally  controlled  and  operated  Nutrition  Assistance 
Centers.  These  centers  will  insure  that  Indians  receive  adequate  food, 
together  with  education  pertaining  to  proper  nutrition,  meal  planning, 
and  diet  control. 

11.  Indian  Health  Service  as  the  primary  provider  of  health  care  to 
Indians. — Indian  Health  Service  should  be  recognized  as  the  primary 
provider  of  health  care  to  Indians.  There  is  a  current  conflict  in  which 
Congress  views  Indian  Health  Service  as  a  supplementary  provider, 
and  state  and  local  agencies  regard  it  as  a  primary  provider.  This 
causes,  in  effect,  denial  of  services  to  many  Indians.  It  is  recommended 
that  Indian  Health  Service  should  be  viewed  by  the  Congress  as  the 
primary  provider  and  fund  it  adequately. 

12.  Mental  health. — Although  a  mental  health  program  has  been  in 
existence  for  more  than  ten  years,  there  has  been  no  significant 
improvement  in  the  mental  health  of  Indians.  There  has  not  even 
been  any  significant  progress  made  in  terms  of  identifying  mental 
health  needs  in  an  appropriate  way.  It  is  recommended  that  the  mental 
health  program  be  strengthened;  however,  the  first  step  has  to  be  an 
identification  of  the  nature  of  mental  health  problems  facing  Indians, 
and  the  development  of  an  orderly  program  to  meet  those  needs. 

13.  Health,  education,  housing,  economic  development  and  poverty. — 
Health  problems  are  related  to  overcrowded  and  inadequate  living 
conditions,  lack  of  adequate  resources  to  maintain  sanitary  environ- 
ments, lack  of  adequate  education  to  acquire  economic  resources.  In 
effect,  most  Indians  are  caught  in  the  cycle  of  poverty  and  deprivation. 
In  order  to  have  a  lasting  impact  on  Indian  health,  it  is  imperative 
that  a  coordinated  strategy  be  implemented  to  raise  the  standard  of 
living.  It  is  recommended  that  preference  be  given  to  Indian  enter- 
prises for  all  health  related  construction  projects.  Preference  should 
also  be  given  to  Indian  enterprises  in  the  maintenance  and  operation  of 
health  facilities.  This  would  assist  Indian  organizations  in  becoming 
viable  economic  enterprises. 

14.  An  American  Indian  school  of  medicine. — Other  priorities  pre- 
cluded developing  an  entire  chapter  on  this  important  topic  which 
touches  upon  Training,  Indian  Preference,  and  Indian  Self-Determi- 
nation.  The  American  Indian  School  of  Medicine  has  been  well  publi- 
cized and  possesses  important  attributes  not  possessed  by  standard 
medical  schools.  The  Executive  Dean,  Dr.  Taylor  McKenzie,  is  a 
noted  Navajo  surgeon.  The  Task  Force  strongly  recommends  support 
for  the  American  Indian  School  of  Medicine  as  recommended  by  the 
Department  of  Health,  Education,  and  Welfare  feasibility  study. 
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STATUS  OF  INDIAN  HEALTH 

He  com  m  endations 

1.  Additional  funding  for  sanitation  and  home  improvement  pro- 
grams is  immediately  needed  to  extend  present  benefits  to  all  federally 
recognized  tribes.  No  new  legislation  wuold  ne  necessary  for  this, 
simply  adequate  funding  for  present  and  planned  programs. 

2.  Legislative  authorization  for  a  study  not  to  exceed  one  year, 
Comparing  the  relationship  of  American  Indians  to  the  federal  govern- 
ment with  that  of  other  aboriginal  groups  in  other  countries.  This 
study  would  be  carried  out  by  an  appropriate  panel  of  Indian  and 
non-Indian  health  professionals. 

3.  Legislative  authorization  for  a  feasibility  study  designed  to 
determine  the  possibility  of  a  program  to  compare  the  health  status  of 
[ndians  of  "recognized  tribes"  with  those  of  "non-recognized"  tribes. 
This  study  would  accomplish  a  number  of  objectives,  one  of  which 
would  be  an  evaluation  of  the  effect  of  the  Indian  Health  Service. 

4.  Legislation  authorizing  and  funding  Indian  Health  Service  to 
actively  develop  and  implement  programs  designed  to  combat  the 
personal  and  social  patholog}^  manifested  by  increasing  rates  of  alcohol- 
ism, suicides  and  accidents.  This  would  mean  placing  a  responsibility 
on  Indian  Health  Service  to  participate  in  programs  of  economic 
improvement,  family  support,  and  self  esteem.  It  is  the  position  of 
the  Task  Force  that  this  is  well  within  the  support  systems  needed 
to  improve  Indian  "well-being." 

5.  A  comprehensive  program  of  research  by  Indian  Health  Service 
into  the  causes  and  prevention  of  Indian  alcoholism  and  suicides 
should  be  implemented  immediately.  Data  is  needed  in  areas  such 
as  drinking  patterns,  for  example. 

6.  The  Indian  Health  Service  must  be  immediately  funded  to  a 
level  permitting  elimination  of  the  backlog  of  unmet  needs. 

7.  Comprehensive  programs  must  be  greatly  strengthened  to  pro- 
vide an  attack  on  family  disruption,  disintegration  and  anomie. 

8.  It  is  imperative  that  studies  be  done  comparing  those  receiving 
Indian  Health  Service  benefits  with  those  who  have  not  received  any. 

9.  It  is  imperative  to  do  comparative  international  studies  relating 
"aboriginal"  groups  to  their  respective  predominate  societies. 
This  would  greatly  enlarge  the  present  scope  of  understanding  of 
Indian  health. 

ENVIRONMENTAL  SERVICES 

Recommendations 

1.  Consolidation  of  responsibility  and  authority. — The  tri-agency 
agreement  is  not  working,  and  its  chances  of  working  are  rather 
slim.  The  responsibility  for  water,  sewer,  solid  waste  disposal,  streets, 
housing  construction  and  housing  rehabilitation  should  be  within  the 
new  cabinet  level  Indian  Affairs  Agency.  This  would  save  time, 
effort,  and  resources,  and  decrease  the  number  of  agencies  with  whom 
tribes  have  to  deal. 

2.  Maximum  resource  utilization. — There  are  several  federal  agencies 
which  have  funds  for  environmental  services.  While  Indian  Health 
Service  services  are  "residual"  in  theory,  in  actual  fact  they  are  the 
primary  environmental  health  services  to  Indians.  It  is  recommended 
that  Indian  Health  Service  be  recognized  as  the  primary  provider 
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of  these  services  and  be  funded  adequately  for  both  existing  and 
newly  built  houses. 

3.  Improved  planning  and  design  of  Indian  homes. — Conventional 
standards  of  HUD  and  other  federal  agencies  are  not  suitable  to  the 
highly  diversified  conditions  in  the  various  areas  where  Indians  live. 
An  attempt  to  impose  such  standards  may  destroy  the  very  spirit 
of  the  community  it  is  supposed  to  be  building.  This  could  have  a 
significant  impact  on  traditional  cultural  and  family  systems.  This 
in  turn  could  have  a  negative  influence  on  mental  health.  Otherwise, 
the  authority  to  decide  on  the  standards,  design,  and  approach  to 
human  settlement  should  rest  entirely  with  the  tribes.  Federal  agencies 
can  provide  advisory  services.  Tribes  should  not  be  forced  to  follow 
arbitrary  standards  which  are  contrary  to  their  basic  patterns  of  living. 

4.  Training  in  maintenance  of  sanitation  facilities. — Training  in 
the  maintenance  of  sanitation  facilities  is  seriously  deficient.  On  the 
other  hand,  Indian  Health  Service  cannot  devote  enough  funds  to 
this  area,  because  of  financial  constraints.  At  the  same  time,  this 
results  in  frequent  breakdown  of  facilities,  resulting  in  a  return  to 
the  previous  unsanitary  conditions,  thus  imposing  an  additional 
burden  on  IHS.  It  is  recommended  that  training  and  technical 
assistance  for  maintenance  of  sanitation  facilities  be  expanded  to 
insure  adequately  trained  personnel  in  each  community. 

5.  Economic  development  and  environmental  services. — Construction 
of  water,  sewer,  solid  waste  disposal  S3~stems,  streets  and  housing 
generates  a  significant  amount  of  economic  activity.  It  is  recommended 
that  first  preference  be  given  to  tribal  construction  resources,  even  at 
the  expense  of  some  inefficiency,  so  that  Indian  people  can  develop 
and  improve  their  skills  and  participate  in  the  economic  activit}^, 
thereby  improving  their  standard  of  living. 

6.  Time  frame  for  improvement  of  sanitation  facilities. — At  the  present 
time,  the  level  of  water,  sewer  and  sanitation  conditions  is  far  below 
the  accepted  normal  standard  of  health  and  safety.  It  is  the  responsi- 
bility of  the  Federal  government  to  bring  these  facilities  to  parity. 
Funding  for  this  program  must  be  provided  so  that  facilities  in  Indian 
communities  will  equal  those  in  non-Indian  communities  within  5 
years. 

NUTRITION 

Recommendations 

1.  The  Task  Force  recommends  that  the  American  Indian  be  allowed 
to  share  with  the  general  population  the  privileges  of  feeding  his  own 
family  rather  than  having  an  institution  do  it  for  him. 

2.  The  Task  Force  recommends  that  American  Indians  themselves 
conceive  and  administer  their  own  plan  to  feed  and  nourish  their 
people. 

3.  The  Task  Force  recommends  as  a  minimum  a  drastic  upgrading  in 
offered  programs.  It  strongly  recommends  the  creation  of  a  new,  inno- 
vative sj^stem  which  eliminates  the  weaknesses  and  combines  the  best 
features  of  all  previous  and  existing  programs. 

MENTAL  HEALTH 

Recommendations 

1.  Services  aimed  specifically  at  families  and  children  are  generally 
provided  in  a  piecemeal  fashion,  when  what  are  needed  are  therapeutic 
and  residential  treatment  centers,  together  with  f amily  therapy  work- 
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shops  staffed  by  specially  trained  professionals.  Family  and  clan  are 
strong  traditional  elements  in  Indian  culture,  and  half  the  Indian 
population  is  under  twenty,  with  most  of  that  half  under  the  age  of 
fourteen. 

2.  A  model  dormitory  project  in  one  Area  has  been  a  successful  alter- 
native to  the  traditional  Bureau  of  Indian  Affairs  boarding  school  sys- 
tem, which  is  generally  insensitive  to  emotionally  disturbed  children 
and  is  not  sufficiently  staffed  to  cope  with  them.  In  the  Bureau  of 
Indian  Affairs  boarding  school  in  Window  Rock,  Arizona,  when  the 
mental  health  facility  provided  additional  staff  trained  to  work  with 
children,  the  results  were  impressive.  Successful  use  of  BIA  schools  for 
severe  cases,  as  an  alternative  to  distant  reform  schools,  has  also  been 
used  in  areas  when  it  is  feasible.  There  is  need  for  a  special  treatment 
program  aimed  at  troubled  Indian  youth  and  their  families. 

3.  There  are  many  in  the  Indian  population  who  are  retarded,  handi- 
capped, partially  or  totally  deaf  or  blind,  with  special  problems  of 
adaptation  and  survival.  In  addition  to  surgical  restoration  when 
appropriate,  these  sensory-deprived  Indians,  and  their  families,  need 
special  counseling  and  support  in  coping  with  their  unique  problems. 
Specially-trained  staff  is  needed  to  carry  out  such  programs. 

4.  Mental  health  staff  sees  as  one  of  its  important  functions  consulta- 
tion with  personnel  in  other  federal  agencies  providing  services  other 
than  health  to  Indians.  Mental  health  staff  indicates  a  readiness  of 
consultation  and  training,  but  constant  personnel  turnover  in  these 
other  agencies  is  a  continual  obstacle,  and  the  little  guidance  which 
mental  health  staff  can  provide  is  usually  limited  to  a  single  contact 
involving  a  single  case.  We  recommend  a  program  of  interagency 
consultation,  coordination,  and  training. 

5.  Integration  of  traditional  Indian  medicine  with  non-Indian  psy- 
chotherapeutic methods  is  being  tried  in  a  special  Navajo  project 
funded  by  NIMH.  In  other  areas,  however,  this  approach  has  met  with 
limited  success  because  of  resistance  on  the  part  of  both  Indians  and 
non-Indians,  and  because  not  all  tribes  have  a  reserve  of  medicine  men. 
But  there  is  little  doubt  that  traditional  Indian  therapy  is  an  effective 
mental  health  tool  in  the  Indian  culture.  "Traditional  healers  have 
been  treating  people  for  thousands  of  years,"  writes  psychiatrist 
Claudewell  Thomas  in  an  NIMH  publication,  "and  they  come  from 
a  tradition  considerably  older  than  medical  practice.  Whether  they 
become  a  natural  resource  for  mental  health  workers  depends  on 
whether  we  pay  attention  to  their  existence."  Or  as  Jerome  Frank 
phrases  it,  "the  American  Indians  themselves  want  to  heal  their 
people,  using  their  own  religious  and  cultural  resources.  But  they  need 
access  to  federal  resources,  appropriate  to  them  and  chosen  by  them, 
until  this  is  accomplished." 

We  recommend  that  medicine  men  be  added  to  the  staff  of  each 
Area  Mental  Health  Program. 

TRADITIONAL  MEDICINE 

Recommendations 

1.  A  strong,  effective  program  to  train  traditional  medicine  men 
living  in  the  milieu  of  a  foreign,  dominant,  other-oriented  society,  is 
mandatory.  Medicine  provides  one  of  the  relatively  few  effective 
mechanisms  for  preservation  of  those  inherently  precious  values 
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collectively  making  up  the  Indian  view  of  the  universe.  This  training 
would  include  faculty  and  student  financial  support. 

2.  Present  training  funding  mechanisms,  because  of  ignorance  and 
a  different  orientation,  are  unable  to  provide  a  stable  source  of 
training  support,  as  shown  in  the  difficulty  of  funding  for  the  Navajo 
training  program.  Therefore,  a  separate  funding  mechanism  must  be 
sought.  It  is  recommended  that  the  Congress  specifically  appropriate 
funds  for  training  medicine  men,  either  through  the  Indian  Health 
Service  or  through  an  Institute  of  American  Indian  Medicine.  Such  a 
program  could  easily  be  administered  through  a  cabinet  level  agency 
of  Indian  Affairs. 

3.  An  active  program  appropriately  funded  should  be  set  up 
within  Indian  Health  Service  whose  responsibility  is  the  development 
of  closer  working  relationship  between  medicine  men  and  physicians. 
This  program  would  serve  as  a  catalyst,  increasing  understanding  of 
each  group  by  the  other.  This  program  should  be  the  responsibility  of  a 
single  individual. 

4.  Medicine  men  should  be  paid  contract  consultation  fees.  These 
medicine  men  would  be  selected  by  each  service  unit  director  through 
a  committee  made  up  of  tribal  representatives  and  other  medicine 
men.  The  effectiveness  of  each  medicine  man  could  be  evaluated  by 
case  review  and  success  rates. 

5.  An  ethnobotanical  research  program  appropriately  funded 
through  the  Indian  Health  Service  or  a  proposed  Institute  of  American 
Indian  Medicine  should  be  established  at  once.  Its  purpose  would 
be  to  investigate  commonly  known  medicinal  herbs  for  pharmacologic 
effect,  and  also  to  discover  hitherto  unknown  plants. 

INDIAN  HEALTH  SERVICE  MANAGEMENT 

Recommendations 

1.  The  goals  of  IHS  which  involve  elevating  Indian  health  to  the 
highest  possible  level  and  assisting  the  tribes  to  manage  their  health 
programs  should  be  changed.  A  more  appropriate  goal  statement 
which  integrates  the  concepts  covered  in  these  original  goal  statements 
is  "to  assist  Indian  people  in  elevating  their  health  to  the  highest 
level  they  can  seek." 

2.  Based  on  historical,  cultural  and  geographical  considerations,  the 
Task  Force  concludes  that  there  is  a  need  for  a  separate  Indian 
health  system.  However,  there  is  a  need  for  more  "hard"  data  regard- 
ing the  issue  of  segregation  versus  integration.  One  portion  of  IHS 
is  already  integrated  into  the  non-Indian  community — the  Portland 
Area,  where  half  of  the  outpatients  and  all  of  the  inpatients  are  cared 
for  by  contract  care,  utilizing  private  physicians. 

To  provide  the  hard  data  needed  to  evaluate  the  comparative  bene- 
fits of  a  separate  versus  integrated  approach,  IHS  should  conduct  an 
in-depth  comparison  of  the  Portland  area  with  another  comparable 
area,  measuring  such  factors  as  quality  of  care,  patient  satisfaction, 
costs,  levels  of  health  and  tribal  participation  in  health  care.  These 
data  should  be  used  to  make  intelligent  decisions  which  can  be  docu- 
mented, regarding  the  benefits  of  a  separate  health  system. 

3.  The  management  structure  of  IHS  must  change  to  fit  the  present 
and  anticipated  needs  of  the  Indian  people.  The  major  change  which 
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is  recommended  is  thai  the  administrative  branches  of  the  area  offices 
be  reorganized.  Many  of  the  individuals  in  the  area  offices  should  be 
reassigned  to  the  service  units,  based  on  their  talents,  with  new  job 
functions  almost  entirely  devoted  to  program  and  project  manage- 
ment. This  would  provide  the  additional  staff  personnel  which  are 
so  desperately  needed  to  develop  management  systems,  to  facilitate 
communication  between  headquarters  and  the  service  units,  to 
transfer  technology  from  one  area  to  another,  to  monitor  programs 
;u id  contract  services,  to  develop  more  appropriate  budgeting  tech- 
niques, to  implement  R&D  programs,  to  develop  useful  management 
reports  based  on  actual  data,  and  to  provide  training  and  consulta- 
tion to  tribes  wishing  to  contract  for  services. 

4.  The  service  unit  directors  must  receive  adequate  management 
training  before  being  assigned  to  posts.  The  present  trend  toward 
non-medical  directors  is  indicative  of  the  need  for  good  leaders  in 
this  role.  Many  physicians  are  capable  of  filling  the  role  of  director 
if  they  are  provided  appropriate  training  and  they  are  not  heavily 
involved  in  clinical  practice. 

5.  Position  descriptions  must  be  written  for  all  jobs  within  the  IHS 
management  structure.  These  descriptions  must  include  the  responsi- 
bilities for  the  position  in  terms  of  decision  making  and  policy  setting. 
If  some  decisions  or  policies  are  to  be  made  by  groups  of  individuals, 
these  must  be  clearly  defined  in  a  "charter"  document  for  that  group. 

6.  The  IHS  director  must  develop  equitable  and  consistent  rewards 
based  on  actual  job  performance.  A  peer  review  of  promotions  and 
rewards  (other  than  salary  increases)  should  be  implemented.  Thus, 
a  service  unit  director  would  implement  rewards  only  after  approval 
by  other  service  unit  directors  and  the  health  board  in  that  area.  IHS 
should  investigate  HMO  s}7stems  to  determine  if  their  reward  system 
can  be  adopted  to  the  IHS. 

7.  The  budget  should  not  contain  a  "position"  limit.  This  type  of 
limitation  is  not  useful  since  the  monetary  aspects  of  the  budget  will 
necessarily  control  the  number  of  positions.  The  removal  of  position 
ceilings  has  been  successfully  accomplished  by  other  federal  agencies. 
This  new  IHS  budget  must  also  take  into  account  the  "guaranteed 
benefit  package"  that  is  discussed  elsewhere  in  this  report.  The  concept 
of  such  a  package  means  that  the  emphasis  plan  concept,  currently  in 
existence,  will  be  a  meaningful  way  to  develop  the  budget. 

8.  A  useful  data  system  which  allows  the  evaluation  of  the  effect  of 
a  program  must  be  assured.  Performance  standards  for  the  service 
unit  director,  the  clinical  director,  area  director,  and  director  of  IHS 
must  be  established.  Performance  standards  must  also  be  developed 
for  each  service  unit. 

Periodic  independent  auditing  of  the  programs,  the  service  units, 
the  area  directors,  and  headquarters  staff  performance  must  be  con- 
ducted by  the  General  Accounting  Office  to  evaluate  the  effectiveness 
and  efficiency  of  IHS  planning  and  management  efforts  in  relation  to 
produced  results.  Under  Section  236  of  the  Legislative  Reorganization 
Act  of  1960,  the  head  of  the  agency  under  evaluation  must  respond  to 
the  audit  findings  to  the  Government  Operations  Committee,  and 
the  appropriate  House  and  Senate  Appropriations  Committees.  The 
findings  of  the  audit  should  also  be  released  to  the  general  public  and 
appropriate  tribal  groups  at  the  same  time  the  agency  is  notified.  In 


21 


the  case  of  IHS,  response  should  be  required  by  the  House  and  Senate 
Interior  and  Insular  Affairs  Committees,  the  Senate  Labor  and 
Public  Welfare  Committee,  and  the  House  Interstate  and  Foreign 
Commerce  Committee. 

9.  Continuing  training  of  all  IHS  personnel  should  be  a  requirement 
of  the  job  and  not  considered  as  a  reward.  Attendance  at  National 
professional  meetings  re  considered  appropriate  continuing  education. 

It  may  not  be  possible  to  implement  all  of  the  recommendations  in 
this  section  simultaneously,  but  it  is  strongly  suggested  that  a  single 
plan  to  implement  them  be  developed.  This  plan  should  include  times 
and  identify  the  persons  responsible  for  implementation.  It  is  the 
feeling  of  the  Task  Force  that  optimum  success  will  result  if  all  recom- 
mendations are  implemented.  Implementation  of  only  part  of  the 
recommendations  will  not  insure  the  best  management  for  IHS. 

CONTRACT  MEDICAL  CARE 

Recommendations 

1.  Since  in  a  few  years,  financial  access  to  health  care  will  be  avail- 
able for  all  Americans,  since  the  distinction  between  Indians  living 
on  and  off  of  reservations  is  divisive  and  artificial,  and  since  the  diffi- 
culty of  developing  defensible  regulations  distinguishing  the  rights 
of  on  and  off  reservation  Indians  promises  to  keep  Indian  Health 
Service  tied  up  in  litigation  for  years  to  come,  it  is  the  recommendation 
of  the  Task  Force  that  Indian  Health  Service  regulations  make  all 
federally  recognized  Indians  eligible  for  contract  care,  and  that  the 
funding  provided  Indian  Health  Service  reflect  the  federal  obligation 
to  give  services  to  this  population.  While  the  cost  will  not  be  great 
and  should  only  continue  for  a  few  3^ears,  until  National  Health 
Insurance  is  in  place,  the  benefits  to  Indian  Health  Service  and  to  the 
Indian  community  strongly  argue  for  such  a  policy. 

The  only  relevant  question  for  eligibility  should  be  whether  a 
particular  person  is  eligible  for  Indian  Health  Service  services  at  all — 
i.e.,  whether  he  or  she  is  an  Indian  member  or  descendant  of  a 
federally  recognized  tribe.  Once  that  is  established,  then  the  question 
becomes  one  of  medical  need  and  actual  availability  of  alternative 
resources — the  priority  criteria  which  are  already  being  routinely 
applied  by  the  Indian  Health  Service. 

Congress  must  relieve  Indian  Health  Service  and  Indians  of  the 
dilemma  imposed  upon  contract  services  by  fulfilling  its  obligation  to 
Indian  people. 

2.  Indian  Health  Service  should  be  required  to  review  i^s  contract 
care  program  in  order  to  find  ways  to  conserve  its  contract  care  funds. 
Testimony  to  the  Task  Force  indicated  that,  at  present,  Indian 
Health  Service  is  not  getting  the  most  for  its  contract  care  mone}r.  For 
example,  little  effort  appears  to  have  been  made  to  use  Indian  Health 
Service  purchasing  power  to  bargain  for  lower  rates  from  medical 
facilities.  HMO's,  Blue  Cross  and  other  major  purchasers  of  care  are 
able  to  obtain  lower  rates  from  hospitals  on  the  basis  that  they  are 
large  purchasers  of  service  and  that  they  guarantee  payment  to  the 
hospital.  Indian  Health  Service  appears  not  to  do  so  and  ends  up 
paying  more  for  its  contract  care  patients  than  it  needs  to.  For 
example,  at  the  Bernalillo  County  Medical  Center,  Indian  Health 
Service  pays  the  average  daily  rate  for  all  patients  at  the  hospital 
and,  therefore,  gains  no  benefit  from  its  purchasing  power. 
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3.  The  review  should  also  consider  whether  there  are  certain  services 
now  purchased  through  contract  care  which  could  be  provided  more 
economically  through  direct  care.  For  example,  in  the  Albuquerque 
Area,  eye  care  was  the  most  common  reason  for  the  provision  of 
contract  care.  It  might,  therefore,  be  more  economical  for  Indian 
Health  Service  to  employ  its  own  ophthalmologist. 

TRAINING  AND  TECHNICAL  ASSISTANCE 

Recommendations 

1.  A  reorganization  of  training  functions  with  a  central  office  in 
charge  of  providing  information  about  training  programs  and  coordi- 
nating training  activities  should  be  instituted. 

2.  The  requirements  of  training  Indian  Health  Service  personnel  are 
sufficiently  unique  and  sufficiently  specialized  that  the  training  and 
technical  assistance  activities  of  Indian  Health  Service  should  be 
greatly  expanded; 

COMMUNITY  HEALTH  REPRESENTATIVE  PROGRAM 

Recommendations 

1.  Indian  Health  Service  should  negotiate  with  NASA  to  make  a 
satellite  television  channel  available  to  provide  communication  for 
remote  areas  in  Alaska  and  other  parts  of  the  nation. 

2.  Some  CHR's  should  be  trained  and  their  skills  upgraded  to  serve 
as  physicians'  assistants.  They  could  then  take  some  of  the  patient  load 
off  the  doctors  who  could  then  spend  their  time  in  more  complex  prob- 
lems. Another  group  of  CHR's  should  be  trained  to  become  general 
purpose  outreach  workers.  These  would  perform  a  variety  of  functions, 
including  provision  of  transportation  for  patients. 

3.  CHR's  who  are  charged  with  the  responsibility  of  transporting 
patients  should  be  reimbursed  fully,  and  adequate  automobile  accident 
liability  insurance  provided. 

4.  Ambulances  should  be  provided  to  tribes  where  justified.  Indian 
Health  Service  should  expand  their  program  to  contract  with  tribes  for 
provision  of  ambulance  services. 

5.  Indian  Health  Service  should  perform  an  overall  evaluation  of 
mobile  clinics  and  the  various  other  service  delivery  s}^stems.  It  is 
recommended  that  since  permanent  facilities  cannot  be  provided  at 
all  locations,  a  mobile  clinic  network  could  be  developed,  so  as  to 
make  the  most  effective  use  of  limited  resources. 

INDIAN  INVOLVEMENT  AND  INDIAN  SELF-DETERMINATION 
IN  HEALTH  CARE 

Recommendations 

L  The  principle  of  self-determination  requires  that  each  tribe  possess 
the  option  of  exercising  as  much  authority  and  control  over  the 
Federal  programs  now  serving  them  as  they  desire.  For  this  reason, 
the  recommendations  made  herein  are  strictly  optional.  They  should 
be  made  available  only  to  those  tribes  that  want  to  use  the  new 
mechanisms.  However,  tribes  should  have  the  right  not  to  do  so,  to 
continue  to  use  the  mechanisms  they  are  presently  using,  or  to  do 
nothing  in  regard  to  Indian  involvement  in  health. 
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2.  Congress  should  enact  legislation  giving  Tribal  Health  Agencies 
(THA)  specific  policy  authority  over  Indian  Health  Service  and 
provide  adequate  funding  to  those  agencies  so  that  authority  can  be 
properly  exercised.  The  legislation  should  require  that  the  Tribal 
Health  Agencies  meet  certain  minimum  standards  before  they  can 
exercise  that  authority  and  obtain  funding.  If  a  tribe  decides  to 
continue  with  its  existing  health  involvement  mechanisms,  it  may  do 
so.  However,  it  would,  of  course,  not  be  eligible  for  funding  or  be 
permitted  to  exercise  the  authority  granted  under  the  legislation. 
This  approach  is  consistent  with  the  principles  of  self-determination 
and  at  the  same  time  protects  the  government's  responsibility 
when  it  delegates  policy  authority.  Congress  should  enact  legislation 
that  would  provide  for  the  establishment  of  Tribal  Health  Agencies 
by  tribes  desiring  them.  The  structure  of  the  Tribal  Health  Agency 
would  be  left  to  the  tribe  except  that: 

a.  It  should  be  established  through  resolution  by  the  appropriate 
tribal  governing  body. 

b.  It  would  have  a  governing  board  including  tribal  members  who 
use  Indian  Health  Service  services.  This  board  could  be  the  existing 
tribal  health  board  or  a  new  entity  created  by  the  tribal  governing 
bod}^. 

c.  It  should  have  one  or  more  professional  staff  persons  knowl- 
edgeable in  health  and  in  the  health  concerns  of  tribal  members. 

d.  It  should  be  given  authority  by  the  tribal  governing  body  to 
oversee  and  coordinate  the  various  health  programs  administered  by 
the  tribe  (CHR's  alcoholism  and  nutrition  programs,  etc.)  and 
generally  have  the  authority  to  act  as  the  tribal  government's  admin- 
istrative arm  on  health  matters. 

The  THA  that  meets  these  conditions  should  be  given  the  following 
authority : 

a.  To  develop  a  comprehensive  tribal  health  plan  and  to  require 
all  health  agencies  including  Indian  Health  Service  to  develop  their 
plans  within  the  parameters  established  by  the  overall  tribal  priorities 
and  plan. 

b.  To  develop  the  Service  Unit  budget  jointly  with  Indian  Health 
Service  and  to  approve  that  budget  and  accompanying  Service  Unit 
plans  before  they  are  submitted  to  the  area  director.  This  approach 
will  succeed  only  if  the  present  crisis  environment  is  eliminated  through 
Congressional  approval  of  a  guaranteed  health  benefit  package  for 
Indians.  Under  the  benefit  package  concept  all  the  basic  inpatient  and 
outpatient  services  to  be  provided  should  be  established  and  fully 
funded  by  Congress.  This  would  permit  attention  to  long-range 
preventive  outreach  education  and  other  programs  administered  by 
tribes.  In  developing  the  Service  Unit  plan  and  budget  the  THA  shall 
have  the  authority  to  begin  with  a  "zero  based"  budget  and  not  be 
locked  into  existing  Indian  Health  Service  programs.  Since  funding 
will  always  be  finite,  this  is  the  only  way  tribes  can  insure  that  their 
priorities  are  carried  out. 

c.  To  set  standards  for  the  Service  Unit  and  to  monitor  the  activi- 
ties of  the  Service  Unit  so  that  it  is  accountable  to  the  Indian 
Community. 

d.  Within  general  Civil  Service  requirements,  appoint  the  service 
unit  director  for  the  service  unit;  and  when  justifiable  grounds  are 
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demonstrated,  give  THA  the  authority  to  initiate  action,  through 
Civil  Service  procedures,  to  obtain  removal  of  the  service  unit  director. 
The  THA  would  have  no  authority  regarding  the  employment  pro- 
cedures of  any  other  Indian  Health  Service  employee. 

To  insure  that  THA's  have  the  power  to  enforce  their  decisions, 
formal  appeal  mechanisms  would  be  established.  When  a  THA 
believes  that  a  service  unit  is  not  complying  with  its  directives,  the 
THA  would  have  the  right  to  a  formal  hearing  with  the  area  director, 
and  then  the  Indian  Health  Service  director,  requiring  them  to  show 
cause  why  they  should  not  order  the  service  unit  to  comply  with  the 
THA's  directives. 

3.  Building  on  the  Area  Health  Boards,  Area  Indian  Health  Agencies 
(AIHA's)  should  be  established  with  federal  funding  and  be  composed 
of  representatives  of  the  THA's.  AIHA's  should  be  adequately 
staffed  and  be  given  responsibility  for: 

a.  Evaluating  (not  monitoring)  the  activities  of  the  service  units 
in  its  area. 

b.  Monitoring  and  evaluating  the  area  office. 

c.  Appointing  the  area  director. 

d.  Providing  technical  assistance  and  training  to  the  THA's. 

4.  The  National  Indian  Health  Board  should  be  federally  funded  to 
serve  as  an  Indian  Center  for  Health  Planning.  It  should  be  responsi- 
ble for  training,  technical  assistance,  and  the  development  and  dis- 
semination of  innovative  programs  and  approaches  for  THA's.  It 
should  also  be  responsible  for  monitoring  and  evaluating  the  per- 
formance of  the  Indian  Health  Service  headquarters. 

The  Task  Force  believes  that  this  approach  resolves  many  of  the 
problems  regarding  Indian  involvement  that  were  raised  during  our 
hearings  and  investigations.  It  clarifies  the  relationship  between 
tribal  governments  and  tribal  health  boards  in  a  manner  consistent 
with  the  Self-Determination  Act;  it  gives  tribal  health  agencies  clear 
roles  and  specific  authority  over  Indian  Health  Service;  it  creates  a 
single  agency  to  speak  for  the  tribe  about  health  and  to  coordinate 
all  health  programs,  both  federal  and  tribal,  on  its  reservation.  It 
provides  adequate  and  dependable  funding  for  tribal  health  policy- 
makers as  well  as  necessary  staff,  training,  and  technical  backup  to 
permit  them  to  carry  out  their  responsibilities  competently. 

DISCRIMINATION 

Recommendations 

1.  A  special  office  for  civil  rights  should  be  created  within  the  pro- 
posed cabinet  level  agency  for  Indian  Affairs,  with  authority  and 
responsibility  for  investigating  charges  of  discrimination  against 
Indians.  In  addition  to  responding  to  specific  complaints  of  discrimina- 
tion, it  will  have  responsibility  to  aggressively  seek  out  potential 
areas  of  discrimination  and  take  appropriate  remedial  measures. 
HEW  should  also  require  all  HEW  funded  programs  to  collect  data 
on  Indian  utilization.  This  data  should  be  sent  to  the  Indian  Agency 
Civil  Rights  Office,  which  has  the  responsibility  of  reviewing  it  and 
determining  which  programs  were  underserving  Indians,  and,  through 
the  Secretary,  require  such  agencies  to  take  the  necessary  action  to 
correct  the  problem. 
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2.  In  the  absence  of  such  an  agency,  the  newly  staffed  HEW  intra- 
departmental  council  on  Indian  Affairs  should  be  given  the  authority 
to  monitor  the  Memorandum  of  Agreement  and  to  compel  the  partici- 
pating agencies  to  take  necessary  action  to  meet  their  responsibilities 
under  it. 

3.  Grant  to  Indian  tribes  and  urban  Indian  organizations  the  power 
through  legislative  amendment  to  require  OCR  to  follow  up  on  all 
charges  of  discrimination  to  their  satisfaction. 

4.  Require  IHS  to  expand  and  strengthen  its  information  and  edu- 
cation programs  to  better  inform  Indians  as  well  as  state  and  local 
officials  regarding  concepts  of  dual  entitlement  and  the  tri-agency 
Memorandum  of  Agreement. 

URBAN  INDIANS 

Recommendations 

1.  Congress  should  declare  its  intent,  through  specific  legislation, 
authorizations  and  appropriations,  to  accomplish  expansion  of  its 
health  care  systems  to  include  non-reservation  and/or  urban  Indians 
without  any  loss  of  quality  or  other  benefits  to  reservation  Indians. 

2.  A  timetable  should  be  set  up  to  implement  the  establishment  of 
a  health  care  system  for  all  Indians. 

3.  The  Indian  Health  Service  should  begin  to  establish  Indian 
health  care  facilities  in  urban  areas  where  they  are  needed  and  do  not 
now  exist,  and  in  addition,  should  move  immediately  to  strengthen 
those  that  are  currently  in  operation. 

4.  Health  services  for  urban  Indians,  as  for  all  other  Indians,  must 
be  comprehensive  and  of  high  quality. 

SPECIAL  PROBLEMS  OF  OKLAHOMA  INDIANS 

Recommendations 

1.  The  United  States  Congress  must  be  careful  to  avoid  passing 
general  legislation  which  inadvertently  or  deliberately  discriminates 
against  Oklahoma  Indians  as  such. 

2.  The  Indians  of  the  State  of  Oklahoma  must  be  able  to  approach 
federal  agencies  directly  without  the  need  for  review,  and  possible 
disapproval,  by  state  agencies. 

3.  The  Indians  of  Oklahoma  must  be  accorded  a  designation,  at 
least  for  certain  designated  purposes,  as  reservation  tribes. 

4.  Greater  orientation  of  incoming  personnel  must  be  given  because 
of  the  diverse  nature  of  Indians  in  Oklahoma. 

5.  Since  the  Area  Advisory  Board  serves  as  the  only  statewide 
unifying  organization  of  tribes,  it  serves  a  dual  role,  and  must  be 
supported  more  strongly.  This  support  should  be  generated  outside  the 
usual  Indian  Health  Service  channels. 


Part  Two 

HISTOEICAL  AND  LEGAL  REVIEW 
Chapter  4 

The  History  of  Federal  Involvement  in  Health 
Care  to  Indians 

introduction 

It  is  believed  that  the  Indian  race  was  remarkably  disease  free 
before  European  settlers  came  to  the  new  world.  But  with  the  foreign 
invasion,  Indian  health  began  to  deteriorate.  The  natives  had  no 
immunity  to  the  disease  germs  carried  by  Europeans.  Then  health 
was  further  impaired  when  they  were  forcibly  removed  from  their 
traditional  habitat  and  denied  the  practice  of  their  customs,  one  of 
which  was  the  use  of  the  medicine  man  and  his  herbs  for  healing. 

The  federal  government  made  sporadic  attempts  over  the  years  to 
attend  to  the  poor  health  of  Indians,  but  the  cumulative  effects  of 
confining,  unsanitary  reservation  life,  combined  with  government 
rations,  put  the  population  into  a  cycle  of  deteriorating  health  and 
increasing  susceptibility  to  still  further  illness.  Nothing  short  of  a 
comprehensive,  coordinated  health  program  could  have  corrected 
the  situation  at  any  given  time. 

But  such  a  program  was  never  designed.  The  health  care  which 
Indians  actually  received  in  the  first  100  years  was  delivered  in  a 
piecemeal,  inconsistent  fashion,  and  the  few  appropriations  made 
were  never  large  enough  to  meet  the  overwhelming  need.  There  was 
always  an  on-going  shortage  of  hospitals,  clinics,  nursing  homes, 
convalescent  centers,  equipment,  doctors,  nurses,  dentists,  tech- 
nicians, administrative  and  maintenance  personnel,  and  staff  housing. 
Preventive  or  general  health  care  was  not  possible  under  these  cir- 
cumstances. Generally,  health  service  was  solely  of  the  crisis  type. 

A  number  of  different  agencies  have  been  responsible  for  Indian 
health  care,  beginning  with  the  War  Department,  in  1803;  the  In- 
terior Department,  in  1849;  and,  finally,  in  1955,  the  Department  of 
Health,  Education  and  Welfare,  the  agency  currently  responsible. 
Each  of  these  agencies  was  always  limited  by  insufficient  funding, 
inadequate  statutory  basis,  and  lack  of  commitment  by  the  federal 
government.  Moreover,  each  time  a  new  agency  assumed  responsi- 
bility, it  inherited  a  backlog  of  unmet  needs  and  the  unchanging, 
depressed  environment  in  which  dispossessed  Indians  lived. 

The  result  today  is  an  Indian  race  whose  health  is  at  a  level  below 
that  of  the  general  U.S.  population.  What  the  Brookings  Institute 
reported  after  surveying  Indian  health  in  1928  is  still  true  today: 

Although  in  the  medical  work  of  the  Indian  Service  the  variation  between  the 
best  and  the  worst  is  wide,  taken  as  a  whole  practically  every  activity  undertaken 
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by  the  national  government  for  the  promotion  of  the  health  of  the  Indians  is 
below  a  reasonable  standard  of  efficiency.  The  health  work  of  the  Indian  Service 
falls  markedly  below  the  standards  maintained  by  the  Public  Health  Service,  the 
Veterans'  Bureau,  the  Army  and  the  Navy,  and  *  *  *  local  governments. 

The  beginnings 

When  the  federal  Government  assumed  responsibility  for  the  edu- 
cation of  Indians,  some  degree  of  responsibility  for  their  health  was 
incidentally  involved,  and  the  first  expenditures  for  Indian  health  were 
made  from  funds  appropriated  for  education  and  "civilization."  Early 
expenditures  for  health  and  medical  care  were  made  from  tribal  funds 
under  treaties  and  from  general  appropriations  for  education  or  "inci- 
dentals." These  appropriations  were  allotted  among  various  religious 
and  philanthropic  societies  already  active  in  educational  and  mission- 
ary work  among  the  various  Indian  tribes. 

While  the  superintendency  of  Indian  Affairs  was  under  the  War 
Department,  it  was  only  natural  that  dispensation  of  medical  care 
and  sanitary  regulations  went  to  Indians  in  the  immediate  vicinity  of 
military  posts.  It  was  also  natural  that  this  care  be  given  by  members 
of  the  army  medical  staff.  The  War  Department's  involvement  with 
Indian  health  lasted  almost  half  a  century,  from  1803  to  1849.  During 
this  period,  its  activity  was  minimal  and  its  appropriations  small.  Its 
main  function  was  to  see  that  Indians  were  vaccinated  for  smallpox, 
more  for  the  protection  of  military  personnel  and  the  white  population 
than  for  the  Indians  themselves.  Characteristically,  the  delivery  sys- 
tem was  inefficient:  vaccines  often  did  not  arrive  and  there  was  a 
shortage  of  doctors  to  administer  them,  in  spite  of  the  fact  that  Indian 
agents  wrote  frequently  to  Washington  seeking  both. 

Even  many  years  later,  Indian  health  care  was  only  incidental,  and 
there  was  no  guarantee  that  it  would  continue.  Article  9  of  an  1868 
treaty  with  the  Sioux  nation  is  typical : 

At  any  time  after  ten  years  from  the  making  of  this  treaty,  the  United  States 
shall  have  the  privilege  of  withdrawing  the  physician,  farmer,  blacksmith,  car- 
penter, engineer,  and  miller  herein  provided  for  *  *  * 

No  tieaty  ever  provided  for  anything  more  than  a  hospital,  medi- 
cines and  vaccines,  and  a  physician  or  two  sometimes  for  a  tribe  of 
several  thousand  persons.  An  1855  treaty  with  the  Yakima  tribe  reads 
in  Article  5 : 

*  *  *  to  erect  a  hospital,  keeping  the  same  in  repair  and  provided  with  the  nec- 
essary medicines  and  furniture,  and  to  employ  a  physician ;  and  to  erect,  keep  in 
repair,  and  provided  with  the  necessary  furniture,  the  building  required  for  the 
accommodation  of  the  said  employees. 

Of  about  400  treaties  made  between  1776  and  1858,  only  about  30 
provided  for  either  a  physician  or  a  medical  facility.  About  the  same 
number  carried  general  clauses  promising  such  provisions  as  "the  sup- 
port of  poor,  infirm  persons,"  or  "the  support  and  comfort  of  the  aged 
and  infirm,  and  the  helpless  orphans  of  said  Indians."  In  most  cases, 
the  insubstantial  obligations  of  these  treaties  were  never  actually  met. 

The  treaty  period  was  characterized,  as  were  subsequent  stages  in 
Indian  health  service,  by  frequent  shifts  in  responsibility  and  policy. 
In  1824,  for  example,  the  W ar  Department  abolished  the  post  of  Super- 
intendent of  Indian  Trade,  and  in  its  place  created  the  Bureau  of 
Indian  Affairs.  It  was  the  first  of  many  administrative  structures  to 
be  created  over  the  years,  always  with  the  hope  of  improving  and 
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facilitating  dealings  with  Indians.  The  head  of  the  new  agency  was 
the  Commissioner  of  Indian  Affairs.  He  was  given  one  chief  clerk,  one 
assistant,  and  a  staff  of  superintendents,  agents,  and  subagents  to 
work  in  the  field.  His  function  was:  "to  direct  and  manage  all  Indian 
affairs." 

Ten  years  later,  inefficiency  within  the  Bureau  led  to  the  reorgani- 
zation act  of  1834,  which  provided  for  "the  organization  of  the  De- 
partment of  Indian  Affairs."  However,  the  Act  neither  altered  the 
status  of  the  Bureau  of  Indian  Affairs  nor  changed  the  power  of  the 
War  Secretary  or  the  Commissioner.  It  abolished  certain  agencies  and- 
established  others  and  provided  for  the  employment  of  subagentsr 
interpreters  and  other  employees,  and  authorized  the  purchase  of 
supplies. 

In  1849,  when  the  Department  of  the  Interior  was  established, 
medical  care  of  Indians  under  the  Bureau  of  Indian  Affairs  passed 
from  military  to  civil  control.  Under  this  department,  agency  physi- 
cians on  the  reservation  at  first  gave  little  attention  to  the  Indians 
and  acted  more  in  the  capacity  of  doctors  for  the  government  em- 
ployees, or  in  connection  with  Indian  schools.  In  1873,  measures  were 
taken  towards  furnishing  organized  medical  facilities  and  an  education 
and  medical  division  which  continued  until  1877.  By  1874,  about  one- 
half  of  the  Indian  agencies  were  each  supplied  with  a  physician.  After 
1878,  physicians  on  Indian  reservations  were  required  to  be  graduates 
of  medical  colleges.  Between  1880  and  1890,  several  hospitals  were 
established. 

In  1909,  prevalence  of  trachoma  among  the  Indians  had  become  so 
devastating  that  funds  were  appropriated  for  investigation,  treatment, 
and  prevention  of  this  disease.  In  1912,  money  was  allotted  to  the 
Public  Health  and  Marine  Service  for  a  survey  of  trachoma  and 
tuberculosis.  After  1921,  appropriations  under  the  heading  "relief  of 
distress  and  prevention  of  contagious  diseases"  were  greatly  increased 
and  were  spent  on  correspondingly  increased  medical  care  and  hospital 
facilities. 

Near  the  close  of  19th  century,  federal  policy  changed  in  two  ways. 
Treatymaking  was  terminated  in  1871;  and  the  movement  for  Indian 
assimilation  was  intensified  by  the  General  Allotment  Act  of  1887. 
On  the  theory  that  individual  land  ownership  would  automatically 
bring  about  "civilization,"  each  Indian  person  was  allotted  a  single 
parcel  of  land.  The  rest  of  what  the  tribe  "owned"  was  given  to  white 
homesteaders,  except  for  small  plots  reserved  for  schools,  hospitals 
and  agency  use. 

The  final  and  orderly  Indian  assimilation  envisioned  by  policy- 
makers never  actually  occurred.  At  the  beginning  of  the  20th  century, 
the  Indian  population  was  in  a  severe  state  of  deterioration  and 
distress.  Many  Indians  subsisted  on  deficient  diets,  lived  in  crowded, 
confining  homes.  Sanitary  facilities  were  essentially  non-existent. 

By  the  end  of  the  19th  century,  public  outrage  was  growing  over 
the  condition  of  Indian  health.  The  next  few  decades  brought  forth 
man}7  government  sponsored  studies:  the  American  Red  Cross  and 
the  National  Tuberculosis  Association  in  1922;  the  Public  Health 
Service  in  1913  and  again  in  1936;  the  Brookings  Institute  in  1928; 
and  the  American  Medical  Association  in  1929 — all  carried  out  field 
investigations  of  Indian  health.  The  Meriam  Report  issued  by  the 
Brookings  Institute  was  the  most  comprehensive  of  the  studies. 
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Some  of  its  findings  are  as  follows:  High  general  death  rates;  high 
infant  death  rates;  high  childhood  death  rates;  high  tuberculosis 
death  rates;  high  incidence  of  blindness-causing  trachoma;  low  level 
of  general  health  at  all  ages;  inadequate  health  facilities  and  equip- 
ment; shortage  of  health  facilities  and  equipment;  improperly  qualified 
health  personnel;  shortage  of  health  personnel;  inadequate  salaries 
and  housing  for  personnel;  inadequate  and  incomplete  vital  statistics; 
no  comprehensive  presentive-medicine  program;  inaccessibility  of 
health  facilities;  deficient  diets  among  Indians;  ignorance  of  preventive 
health  among  Indians;  poor  general  health,  deficient  diets,  over- 
crowding in  Indian  schools;  lack  of  conventional  utilities  (running 
water,  sewage  disposal,  waste  disposal,  flushing  toilets)  in  Indian 
homes;  and  substandard  overall  living  conditions  in  Indian  homes. 

Faced  with  problems  of  this  magnitude,  the  Federal  government 
began  at  last  to  pass  legislation  directed  towards  Indian  health  needs 
in  contrast  to  former  treaties  and  agreements  in  which  health  care 
was  an  incidental.  The  Snyder  Act,  in  1921,  was  the  first  Indian  Act 
having  a  specific  clause  relating  to  health.  Not  an  emergency  appro- 
priation for  vaccination  or  other  crisis,  it  called  instead  for  "the  relief 
of  distress  and  conservation  of  health,"  and  the  employment  of 
physicians  and  other  health  workers.  The  government  increased  its 
health  activity  in  the  first  half  of  the  20th  century  more  than  at 
any  time  in  the  past.  Much  of  it  centered  solely  on  crash  programs 
to  control  widespread  trachoma  and  tuberculosis.  The  appropriations 
during  this  period,  although  larger,  were  never  enough  to  repair  the 
effects  of  a  century  and  a  half  of  deteriorating  health.  Health  services 
provided  after  1900  were  generally  so  culturally  inappropriate  that 
Indians  could  not  derive  maximum  benefit  from  them.  The  white 
doctors  with  their  strange  behavior  appeared  foreign  and  frightening. 

Recruitment  and  retention  of  personnel  was  a  chronic  problem 
because  of  low  salaries,  excessive  patient  loads,  isolation,  lack  of 
modern  equipment,  grossly  inadequate  living  quarters,  and  lack  of 
opportunity  for  advancement.  To  overcome  these  personnel  deficien- 
cies, Interior  Secretary  Hubert  Work  turned  for  help  in  1926  to 
the  Public  Health  Service,  authorizing  it  to  supervise  and  direct 
health  work  with  Indians.  Since  Public  Health  Service  was  an  estab- 
lished career  service,  recruitment  became  easier  from  that  time  on. 
Lack  of  jobs  during  the  depression  years  also  meant  that  more  medical 
professionals  came  to  Indian  Health  Service  in  search  of  work. 

By  the  1930's  Congress  began  to  enact  legislation  aimed  at  reversing 
the  destructive  policies  of  the  past.  The  Johnson  O'Malley  Act  of 
1934  gave  the  Bureau  of  Indian  Affairs  authority  to  contract  for 
medical  services  from  states,  local  governments  and  private  organi- 
zations. The  Indian  Reorganization  Act  of  the  same  year  was  designed 
to  restore  tribal  sovereignty  and  Indian  Self-Determination.  But, 
by  and  large,  the  Bureau  of  Indian  Affairs  continued  to  be  the  principal 
source  of  health  care,  and  it  continued  to  operate  inefficiently  with 
inadequate  funds. 

More  and  more,  the  Division  of  Indian  Health  (BIA)  relied  on 
outside  help  to  supplement  its  critical  shortages.  Whenever  possible, 
it  made  use  of  state  and  local  agencies,  and  even  a  few  tribal  facilities, 
who  were  reimbursed  for  the  care  they  provided  to  Indians.  Many 
federal  agencies  were  by  this  time  offering  specialized  health-related 
services.  But  it  was  PHS  which  brought  about  the  most  and  best 
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improvements  in  health  care  delivery,  and  it  now  seemed  feasible 
to  transfer  Indian  health  care  from  Bureau  of  Indian  Affairs  to  the 
Public  Health  Service  under  the  Department  of  Health,  Education 
and  Welfare. 

Public  Health  Service,  it  was  argued,  was  experienced  in  public 
health  work.  Public  Health  Service  traditionally  had  more  funds 
than  DIH;  Public  Health  Service,  being  a  career  service,  was  more 
successful  in  recruiting  and  retaining  personnel;  Public  Health 
Service  had  access  to  the  research  facilities  of  NIH  and  other  groups 
and  to  marine  hospital  facilities. 

The  Bureau  of  Indian  Affairs,  it  seemed,  would  never  be  able  to 
compete  in  hiring  practices  with  the  career  services  of  the  military,  the 
Veterans  Administration  and  Public  Health  Service.  And,  finally, 
Bureau  of  Indian  Affairs  and  Public  Health  Service,  both  performing 
parallel  functions,  represented  an  unnecessary  and  expensive  duplica- 
tion in  services  and  administration. 

Moreover,  since  1926  when  Public  Health  Service  was  called  on  to 
help  out  the  Bureau  of  Indian  Affairs,  conflict  developed  between  the 
two  organizations  over  administrative  and  hiring  procedures,  and  it 
was  felt  that  a  merger  would  eliminate  such  problems.  The  fear  of 
integration  focused  primarily  on  the  effect  it  would  have  on  Indians 
themselves.  Opponents  to  the  plan  feared  that  the  grass-roots  relation- 
ship which  Bureau  of  Indian  Affairs  had  built  with  Indians  over  the 
years  would  be  lost,  and  that  Indians  would  resent  being  forced  to  deal 
with  a  new  agency. 

For  almost  twenty  years  the  debate  continued.  When  a  bill  provid- 
ing for  the  transfer  from  Interior  to  HEW  was  introduced  in  1954, 
there  was  a  wide  range  of  opinion  at  the  hearings  which  followed. 
Officials  from  Interior,  the  Budget  Bureau,  and  Health,  Education, 
and  Welfare  all  testified,  as  well  as  Congressmen,  and  Indians  from 
many  tribes.  Those  from  the  Budget  Bureau  felt  that  the  merger  was 
not  justified  on  the  basis  of  "economies,  improvements  in  efficiency  or 
more  effective  administration."  Officials  from  HEW  felt  it  would  not 
solve,  and  might  accentuate,  existing  problems.  Eepresentatives  of  the 
Department  of  Interior,  which  would  continue  its  responsibility  over 
many  other  areas  affecting  Indians'  welfare,  opposed  the  transfer  for  a 
long  time,  but  finally  reversed  their  position.  Congressional  opinion 
was  mixed,  and  Indians  on  the  whole  were  against  the  transfer  because 
they  felt  DIH  in  the  Bureau  of  Indian  Affairs  had  an  understanding 
and  sympathy  for  their  problems  which  they  did  not  wish  to  lose. 
Congressmen  advocating  termination  saw  the  transfer  of  health  serv- 
ices to  Health,  Education,  and  Welfare  as  being  in  line  with  their  effort 
to  repeal  laws  that  set  Indians  apart  from  other  citizens. 

Thus,  an  incongruous  coalition  of  those  advocating  termination  of 
reservation  status  and  those  advocating  improved  health  services  to 
Indians  pushed  through  the  Transfer  Act  and  in  1955  federal  responsi- 
bility for  health  services  to  Indians  was  transferred  to  the  newly  created 
Division  of  Indian  Health,  under  the  U.S.  Surgeon  General  in  the 
Public  Health  Service,  Department  of  Health,  Education,  and  Welfare. 

When  the  bill  ultimately  became  law  in  1955,  the  House  Committee 
on  Appropriations  in  its  report  on  the  bill  asked  the  Interior  Depart- 
ment for  a  comprehensive  survey  of  Indian  health  problems  in  order  to 
determine  needs  and  necessary  measures  to  satisfy  them.  The  Commit- 
tee wrote : 
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The  American  Indian  is  still  the  victim  of  an  appalling  amount  of  sickness.  The 
health  facilities  are  either  non-existent  in  some  areas,  or,  for  the  most  part,  obso- 
lescent and  in  need  of  repair;  personnel  housing  is  lacking  or  inadequate;  and 
workloads  have  been  such  as  to  test  the  patience  and  endurance  of  professional 
staff.  This  all  points  to  a  gross  lack  of  resources  equal  to  the  present  load  of  sick- 
ness and  accumulated  neglect.  Difficult  and  severe  as  the  problem  may  be,  it  can 
and  must  be  solved. 

Since  1955  the  Division  of  Indian  Health  has  been  re  titled  the 
Indian  Health  Service  (IHS).  The  functions  of  the  Surgeon  General 
have  now  been  abolished,  and  the  health  service  programs  in  Health, 
Education,  and  Welfare  have  gone  through  several  administrative 
reorganizations.  Indian  Health  Service  is  now  a  division  of  the  Public 
Health  Service  in  the  Health  Services  Administration  (HSA)  of 
Health,  Education,  and  Welfare.  Despite  its  inception  in  a  termina- 
tion atmosphere,  Indian  Health  Service  has  grown  rapidly  since  1955. 
From  a  budget  of  $34.5  million  and  a  staff  of  2,900  in  1955,  it  now  has  a 
staff  of  8,000,  and  an  annual  budget  of  approximately  $300  million. 

While  much  progress  has  been  made  since  1955,  the  basic  structural 
problems  which  keep  Indians  from  achieving  health  equity  with  the 
remainder  of  the  country  remain.  As  a  result,  the  conclusions  of  this 
Task  Force  Report  in  many  ways  parallel  those  of  the  past. 

The  lessons  provided  by  the  history  of  Indian  health  are  quite 
simple.  Until  the  federal  government  mandates,  through  authorizing 
statute  and  through  appropiration,  for  a  comprehensive  and  fully 
funded  Indian  health  system,  the  history  of  the  past  150  years  will 
repeat  itself  into  the  future. 


Chapter  5 


The  Legal  Basis  of  Federal  Health  Services  to  Indians 

introduction 

As  indicated  by  the  historical  overview,  the  special  federal  responsi- 
bility for  health  services  to  Indians  emerged,  not  from  a  specific 
legislative  Act  or  particular  legal  liability,  but  from  a  combination  of 
factors.  These  include  certain  treaties,  in  which  Indians  were  promised 
health  and  other  services  in  return  for  the  Indian  land,  water,  and 
other  resources  that  were  being  taken  from  them.  Obligations  were  also 
created  by  the  destruction  of  Indian  civilization  and  the  poverty  and 
disease  that  followed  in  its  wake.  In  addition,  responsibility  was  in- 
curred as  a  result  of  the  recognition  of  the  Indians'  right  to  self- 
determination  consistent  with  their  unique  needs  and  values.  This 
basic  legal  obligation  of  the  Federal  government  to  Indians  was 
reaffirmed  by  the  United  States  Supreme  Court  as  recently  as  1974, 
when  it  stated : 

The  Court  has  described  the  origin  and  nature  of  the  special  relationship:  "In 
the  exercise  of  the  war  and  treaty  powers,  the  United  States  overcame  the  Indians 
and  took  possession  of  their  lands,  sometimes  by  force,  leaving  them  an  uneducated, 
helpless,  and  dependent  people,  needing  protection  against  the  selfishness  of  others 
and  their  own  improvidence.  Of  necessity,  the  United  States  assumed  the  duty  of 
furnishing  that  protection  and  with  it  the  authority  to  do  all  that  was  required  to 
perform  that  obligation  and  to  prepare  the  Indians  to  take  their  place  as  independ- 
ent, qualified  members  of  the  modern  body  politic."  Board  of  County  Commissioners 
v.  Seber,  318  U.S.  705,  715  (1943). 

While  there  is  now  a  general  acceptance  of  the  federal  obligation  to 
provide  separate  and  special  health  programs  to  Indians,  the  exact 
legal  nature  of,  and  rights  created  by,  that  obligation  are  still  unsettled. 
In  general,  there  is  some  legislative  recognition  that  the  special  obliga- 
tion does  exist,  but  almost  no  legislative  or  legal  definition  of  the 
nature  or  extent  of  that  obligation.  The  legislative  Acts  addressing 
Indian  health  are  summarized  below: 

1.  The  Snyder  Act  of  1921.  25  U.S.C.  §  18 

The  Snyder  Act,  which  is  the  primary  authorization  statute  for 
Indian  Health  Programs,  provides  that  the  Bureau  of  Indian  Affairs 
shall  expend  "such  money  as  Congress  may  from  time  to  time  appro- 
priate for  the  benefit,  care,  and  assistance  of  the  Indians  throughout 
the  United  States  for  the  following  purposes :  .  .  .  For  relief  of  distress 
and  conservation  of  health/'  The  Snyder  Act  is  the  only  authorization 
Act  which  defines,  in  any  way,  the  population  Indian  Health  Service  is 
to  serve,  i.e.,  "Indians  throughout  the  United  States."  It  does  not, 
however,  provide  any  definition  of  the  kinds  or  extent  of  services 
Indian  Health  Service  must  provide  to  those  Indians.  The  reason  for 
this  is  that  the  Snyder  Act  was  not  a  well  thought  out,  comprehensive 
effort  to  spell  out  legislatively  the  federal  responsibilities  to  Indians. 
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Rather  it  was  adopted  only  because  Congress  had  been  appropriating 
money  for  Indian  services  without  an  authorization  Act.  In  1921,  a 
point  of  order  to  an  Indian  appropriations  bill  raised  this  issue,  requir- 
ing Congress  to  hastily  pass  an  authorization  Act  so  that  the  appro- 
priations could  be  made.  As  a  result,  the  Act  is  short  and  extremely 
general.  It  has  never  been  reworked  since  that  time  to  provide  specific- 
ity. To  a  large  degree,  it  is  this  initial  and  subsequent  failure  by  Con- 
gress to  legislate  comprehensively  in  the  area  of  Indian  health  and  to 
define  legal  rights  and  responsibility  that  has  contributed  to  the 
inadequacies,  paternalism,  and  controversy  that  have  plagued  the 
programs  since  1921.  Even  though  the  Snyder  Act  was  passed  while 
Indian  health  was  administered  by  the  Bureau  of  Indian  Affairs,  the 
Transfer  Act  of  1955  did  not  carry  any  further  authorization  for 
Indian  Health  Service.  Therefore,  even  today  the  language  of  the 
Snyder  Act  is  employed  by  Indian  Health  Service. 

Since  the  Transfer  Act  was  passed  during  the  termination  period,  it 
also  authorized  Indian  Health  Service  to  turn  over  Indian  hospitals  to 
states,  local  governments  or  non-profit  institutions.  It  set  certain 
conditions  for  the  transfers: 

1.  That  the  new  operators  of  the  facilities  agree  to  give  the  health 
needs  of  Indians  priority  over  those  of  non-Indians. 

2.  That  the  transfer  first  be  approved  by  the  tribe (s)  for  which 
the  hospital  was  build  or  maintained.  It  appears  that  the  authorities 
provided  by  this  section  of  the  Transfer  Act  have  never  been  used. 

2.  The  Indian  Health  Facilities  Act^  {P.L.  85-151)  1957  42  USC  2005 
This  Act  was  passed  for  the  limited  purpose  of  authorizing  Indian 
Health  Service  to  contribute  to  the  construction  costs  of  community 
hospitals,  where  doing  so  would  be  a  "more  desirable  and  effective" 
method  of  making  needed  hospital  facilities  available  for  Indians  than 
would  the  direct  construction  of  Indian  facilities. 

8.  The  Indian  Sanitation  Facilities  and  Services  Act  (P.L.  86-121)  1959 

42  USC  2004 

This  Act  substantially  expanded  the  scope  of  the  Indian  Health 
Service  programs  by  authorizing  it  to  provide  sanitation  facilities  to 
Indians,  including  domestic  and  community  water  supplies  and  facili- 
ties, drainage  facilities,  and  waste-disposal  facilities  for  Indian  homes, 
communities,  and  lands. 

4.  The  Indian  Selj -Determination  Act,  1975 

This  was  the  first  major  legislation  affecting  Indian  health  since  the 
Transfer  Act.  But  like  the  Transfer  Act,  it  addressed  questions  of 
who  would  be  the  administrators  of  the  Indian  health  programs 
rather  than  the  nature  and  extent  of  the  program.  The  Act  authorized 
Indian  Health  Service  to  turn  over  full  administrative  responsibility 
for  all  or  parts  of  the  Indian  Health  Service  program  to  the  tribe  (s) 
served  by  that  program,  upon  the  request  of  the  tribe  (s)  using  the 
legal  mechanism  of  contracting.  The  Act  also  authorized  Indian 
Health  Service  to  make  grants  to  tribes  for  the  planning,  development 
and/or  operation  of  health  programs. 

5.  The  Indian  Health  Care  Improvement  Act  {Pending  in  the  94th 

Congress) 

The  major  purpose  of  this  bill  is  to  authorize  a  significant  increase 
in  appropriations  for  Indian  Health  Service.  (Since  no  appropriation 
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limitations  were  contained  in  the  original  Snyder  Act,  a  new  authoriza- 
tion was  not  a  formal  necessity.)  However,  if  adopted,  it  will  break 
new  ground  in  that  it  also  begins  to  fill  in  some  of  the  gaps  left  by  the 
prior  Indian  health  legislation.  In  its  Preamble,  its  Findings  state: 

(a)  Federal  Indian  health  services  to  maintain  and  improve  the  health  of  the 
Indians  are  consonant  with  and  required  by  the  Federal  Government's  historical 
and  unique  legal  relationship  with,  and  resulting  responsibility  to,  the  American 
Indian  people. 

This  is  the  first  specific  legislative  acknowledgement  of  the  special 
federal  responsibilities  in  regard  to  Indian  health. 
The  Declaration  of  Policy  in  the  Act  states: 

Sec.  3.  The  Congress  hereby  declares  that  it  is  the  policy  of  this  nation,  in 
fulfillment  of  its  special  responsibilities  and  legal  obligations  to  the  American 
Indian  people,  to  meet  the  national  goal  of  providing  the  highest  possible  health 
status  to  Indians  and  to  provide  existing  Indian  health  services  with  all  resources 
necessary  to  effect  that  policy. 

This  Declaration  of  Policy  provides  the  first  legislatively  established 
goal  for  federal  Indian  health  programs,  and  the  first  legislative  effort 
to  begin  to  define  the  extent  of  resources  that  the  federal  commitment 
involves.  On  the  basis  of  previous  legislation,  the  only  congressionally 
established  goal  was  "to  relieve  distress,"  and  the  extent  of  the  federal 
commitment  was  only  to  such  monies  as  "Congress  may  from  time  to 
time  appropriate." 

The  Bill  also  would  authorize  funds  for  urban  Indian  health  pro- 
grams. While  certain  restrictions  are  placed  on  those  funds,  this  will 
be  the  first  time  legislation  has  ever  specifically  authorized  funds  for, 
and  thereby  recognized  the  legitimacy  of,  urban  Indian  health 
programs. 

In  addition  to  these  provisions,  the  bill  would: 

1.  Authorize  Indian  Health  Service  to  obtain  reimbursement  from 
Medicare  and  Medicaid  when  it  provides  covered  services  to  eligible 
Indians. 

2.  Establish  new  scholarship  and  other  programs  to  increase  the 
number  of  Indians  going  into  health  professions  and  to  encourage  an 
increased  number  of  health  professionals  to  go  to  work  for  Indian 
Health  Service  and  other  Indian  health  programs. 

ANALYSIS 

While  the  federal  responsibility  to  provide  health  services  to  Indians 
has  its  roots  in  the  unique  moral,  historical  and  treaty  obligations  of 
the  Federal  government,  no  court  has  ever  ruled  on  the  precise  nature 
of  that  legal  basis  nor  defined  the  specific  legal  rights  for  Indians 
created  by  those  obligations.  Similarly,  the  authorizing  legislation, 
while  acknowledging  the  responsibility  and  obligation,  has  never  given 
more  than  vague  definition  to  the  nature,  extent,  or  coverage  of  those 
rights. 

To  the  greatest  degree,  the  nature  and  extent  of  the  Indian  health 
programs,  and,  therefore,  the  Indians'  right  to  good  health,  have  been 
defined  by  the  appropriations  process  and  by  the  day-to-day  operation 
of  the  Indian  Health  Service  program. 

As  has  been  the  case  throughout  most  of  Indian  history,  the  health 
services  that  are  available  when  an  Indian  appears  at  an  Indian  Health 
Service  facility  depend  almost  completely  on: 

a.  the  amount  of  money  appropriated 
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b.  the  conditions  tied  to  those  appropriations  by  the  Appropriations 

Committees 

c.  tho  policy  decisions  (not  spelled  out  in  regulation)  made  by 
Indian  Health  Service  headquarters,  Area  and  Service  Unit  officials  on 
what  kinds  of  services  should  be  provided  with  appropriated  funds. 

When  a  person  joins  a  Health  Maintenance  Organization,  she/he 
obtains  the  right  to  receive  (when  medically  required)  each  of  the 
specific  services  listed  in  the  Health  Maintenance  Organization's 
benefit  package.  If  the  Health  Maintenance  Organization  fails  to 
provide  that  service  when  needed,  the  person  may  sue  for  violation 
of  his  or  her  rights.  Similarly,  when  a  person  enrolls  in  Medicaid  or 
Medicare,  she/he  obtains  legal  rights  to  have  specific  services  paid  for 
by  those  programs.  An  Indian,  on  the  other  hand,  has  a  general  right 
to  a  federal  health  presence;  but  the  specific  services  available  to  him 
will  vary  from  day-to-day  and  year-to-year,  depending  on  unpublished 
discretionary  decisions  made  by  Indian  Health  Service  officials  and 
the  commitments  and  conditions  contained  in  often  voluminous  ap- 
propriation hearings.  Similarly,  the  determination  on  which  class  of 
Ind  ians  is  eligible  for  Indian  Health  Services  services  is  also  made 
through  the  appropriation  hearings.  While  the  Snyder  Act  refers  to 
"Indians  throughout  the  United  States,"  the  Supreme  Court  has 
ruled,  in  a  case  involving  Indian  welfare  programs,  (Ruiz  v.  Morton 
415  US  199  (1974)  that  this  broad  eligibilit}^  standard  can  be  limited 
by  Congress  solely  through  comments  and  testimony  made  during 
appropriation  hearings. 

Use  of  the  appropriation  hearings,  which  are  so  loose  and  imprecise, 
and  of  day-to-day  decisions  b}'  Indian  Health  Service  officials,  which 
are  unpublished,  variable  and  not  subject  to  Indian  scrutiny,  are  not 
the  best  methods  for  shaping  legal  rights  and  responsibilities.  The 
failure  of  the  authorizing  legislation  to  provide  specific  definition  to 
the  Indian  Health  Service  program  or  to  set  specific  objectives  for  it, 
and  the  concomitant  use  of  the  appropriation  process  and  day-to-day 
decisions  of  Indian  Health  Service  staff  to  fill  this  gap,  have  created 
a  number  of  serious  legal  and  operational  problems.  These  problems 
are  discussed  in  detail  in  various  sections  of  the  Task  Force  report. 
The}^  are  summarized  below: 

1.  The  above  methods  for  determining  Indian  legal  rights,  as  a 
matter  of  fact,  deny  Indians  specific  health  rights  to  a  specific  service, 
only  giving  them  a  right  to  whatever  services  Indian  Health  Service 
provides  in  a  given  Area  or  Service  Unit  within  its  available  funds 
and  within  the  limitations  established  b}^  that  }rear's  appropriation 
Act.  Even  the  information  about  available  services  is  so  inaccessible 
except  to  Indian  Health  Service  officials  that  it  makes  the  Indian  a 
supplicant  rather  than  a  legal  equal  in  his  or  her  dealings  with  Indian 
Health  Service. 

2.  The  absence  of  a  legislative  definition  to  Indian  Health  Service 
programs  has  promoted  the  "historical"  budget,  which  supplies 
Indian  Health  Service  with  about  50%  of  the  resources  it  needs  to 
deliver  adequate  services.  Without  legislation  or  even  regulations 
specifying  what  services  Indian  Health  is  required  to  provide,  the  only 
measure  for  the  Indian  Health  Service  budget  that  Congress  can  use 
is  last  year's.  As  a  result,  the  Indian  Health  Service  budget  consists 
of  the  inadequate  amount  provided  in  1921  when  it  all  began,  plus 
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the  increases  Congress  provides  to  Indian  Health  Service  each  year, 
which  are  always  arbitrary  since  there  is  no  legal  standard  against 
which  to  measure  the  funding  needs  of  Indian  Health  Service.  As 
mentioned  in  the  historical  section,  this  simply  perpetuates  all  the 
problems  of  the  past,  so  clearly  delineated  in  the  scores  of  studies 
conducted  since  1921,  onto  the  present  generation  of  Indians  and  the 
present  administrators  of  Indian  health  programs.  Changing  the 
administrators  of  Indian  health,  whether  it  be  from  the  Bureau  of 
Indian  Affairs  to  Indian  Health  Service  or  Indian  Health  Service  to 
tribes,  will  never  solve  these  problems  until  Congress  (or  even  Indian 
Health  Service  through  regulation)  defines  the  legal  scope  of  the 
Indian  health  program  and  then  determines  the  appropriations  on  the 
basis  of  this  definition.  (See  the  section  on  the  Guaranteed  Benefit 
Package.) 

3.  Defining  health  rights  through  the  appropriations  process, 
particularly  as  to  eligibility,  prevents  clear  resolution  of  issues  and 
thereby  encourages  lawsuits  and  dissension  among  Indians.  This  is 
an  inefficient  method  of  defining  legal  rights  and  is  unfair  to  the  Indian 
people.  (See  the  section  on  Contract  Care  Eligibility.) 

CONCLUSION 

The  rights  of  Indians  to  health  services  from  the  Federal  government 
is  now  well  established.  The  challenge  for  the  future  is  to  clarify  and 
specify  the  nature  and  extent  of  that  right  so  that  Indians  will  know 
what  they  are  entitled  to  and  will  thus  be  able  to  interface  with 
Indian  Health  Service  on  the  basis  of  a  clear  legal  relationship  and. 
not  as  health  supplicants. 


Part  Three 

HEALTH  STATUS  OF  AMERICAN  INDIANS 

Chapter  6 

Status  of  Indian  Health 

As  mentioned  elsewhere  in  this  report,  observers  remarked  that 
at  the  time  of  initial  contact  with  Indians  they  enjoyed  a  remarkably 
good  state  of  health.  A  study  of  the  status  of  Indian  health  in  1955, 
however,  noted  that  the  health  of  Indians  was  appalling,  citing  in 
decreasing  order  the  following  conditions  as  the  most  urgent:  Tuber- 
culosis, pneumonia  and  other  respiratory  diseases,  diarrhea  and  other 
enteric  diseases,  accidents,  eye  and  ear  diseases  and  defects,  dental 
disease,  and  mental  illness.  It  is  prophetic  perhaps  that  these  same 
conditions,  even  though  the  rank  ma}^  be  altered,  still  remain  the  most 
urgent.  This  section  will  evaluate  the  present  status  of  Indian  health. 

What  is  health? 

The  term  "health"  is  not  easily  defined.  Health  obviously  means 
different  things  to  different  people.  In  traditional  Europeo -American 
thinking  there  has  been  a  preoccupation  with  organ  or  tissue  failure  as 
representing  the  absence  of  health,  (a  concept  oriented  to  "dis-ease") 
and  mechanical  failure.  This  narrow  view  is  found  wanting  especially 
in  terms  of  considering  the  whole  person.  For  the  present  discussion, 
we  will  use  the  term  "health"  to  mean  a  state  of  "well-being."  This 
concept  is  much  more  encompassing  and  holistic  than  the  disease 
orientation.  Because  it  is  much  easier  to  deal  with  disease  processes 
than  to  deal  with  the  multivariable  and  subtle  influences  of  this  more 
holistic  approach,  it  is  not  surprising  that  most  of  the  data  in  the  past 
have  dealt  with  disease  categories. 

The  source  of  data 

The  Indian  Health  Service  is  basically  the  only  source  of  data  re- 
lating to  the  overall  health  status  of  American  Indians.  Data  collec- 
tion relating  to  health  needs  in  the  Indian  Health  Service  is  elaborate, 
and  probably  among  the  most  accurate  for  any  specific  group  in  the 
United  States.  It  must  be  recognized,  of  course,  that  many  data  re- 
lating to  incidence  or  prevalence  rates  are  subject  to  considerable 
error,  such  as  inaccurate  diagnoses  by  physicians  being  fed  into  the 
collecting  system.  There  is  no  reason  to  suspect  that  the  error  for  the 
Indian  Health  Service  is  greater  than  that  for  the  United  States  as  a 
whole,  and  indeed  in  some  areas  it  is  probably  more  accurate.  The 
Indian  Health  Service  operates  a  computer  data  center  at  Tucson 
which  tabulates  statistics  from  all  the  Indian  Health  Service  areas. 
This  system  is  so  successful  that  it  has  been  frequently  studied  as  a 
model  for  other  health  care  systems.  It  must  be  remembered  that  the 
Indian  Health  Service,  because  of  the  fraction  of  the  population 
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served,  provides  data  on  somewhat  less  than  one-half  of  the  Indians 
in  the  United  States.  Important  groups  on  which  there  are  incomplete 
data  include  the  Indians  of  California,  Maine,  New  York,  South 
Carolina,  Michigan  and  others.  The  Indian  Health  Service  has  de- 
pended upon  studies  conducted  by  local  Indian  groups  for  data  related 
to  Indians  in  urban  areas.  In  general,  these  data  have  been  compiled 
questionnaires  administered  by  "outreach  type"  workers  with  limited 
training  or  experience  in  research  techniques.  The  urban  surveys, 
however,  have  attempted  to  gather  data  on  utilization  of  alternative 
health  care  systems,  the  economic  base  of  the  urban  Indian  popula- 
tion ;  and  has  been  able  to  make  estimates  of  health  not  readily  avail- 
able for  Indian  Health  Service  facilities.  The  need  for  data  relating  to 
"non-recognized"  tribes  is  obvious. 

The  basis  J 'or  formulation  of  a  concept  of  the  state  of  Indian  health 

One  must  define  Indian  health  in  terms  of  comparison  to  something 
else.  For  example,  one  might  evaluate  Indian  health  in  terms  of 
Indians  themselves  in  their  own  milieu  as  opposed  to  Indians  in  a 
white  milieu.  That  is,  morbidity,  mortality,  death,  longevity,  etc.  of 
Indians  may  be  compared  to  what  that  respective  level  would  be  if 
there  were  no  white  people.  Or  for  example,  what  the  level  of  Indian 
health  might  have  been  at  the  time  before  the  arrival  of  the  white 
man.  Such  a  comparison,  even  in  view  of  almost  no  hard  data,  is  not 
necessarily  a  waste  of  time.  Historical  data  suggest  that  Indians  are 
certainly  much  worse  off  than  before  the  advent  of  the  Europeans. 
A  legitimate  concern  for  investigation  is  what  the  situation  might 
have  been  without  any  federal  program.  Unfortunately,  the  critical 
experiment  cannot  be  performed  since  it  is  not  possible  to  study  two 
groups  of  Indians,  one  which  has  lived  for  five  hundred  years  with  the 
white  man  and  one  which  has  not.  Too  often,  an  argument  against 
federal  programs  does  not  consider  this  unsatisfactory  alternative. 

Another  way  to  estimate  the  status  of  Indian  health  would  be  to 
compare  the  health  status  of  Indians  in  the  United  States  with  that  of 
Indians  in  other  countries,  such  as  Canada  and  Central  and  South 
America.  Again,  the  critical  observations  have  not  been  made,  at 
least  in  a  comparative  way.  Personal  experience  of  a  brief  nature  with 
other  countries  suggests  that  Indians  in  other  countries  may  live  under 
certain  adverse  conditions  not  shared  by  those  in  the  United  States. 
Comparative  studies  of  Indians  (and  other  aboriginal  groups)  between 
different  countries  is  certainly  feasible  in  the  field  of  health. 

It  is  likely  that  valuable  new  insights  could  be  obtained  by  such 
comparative  studies.  Such  a  study  mil  be  a  recommendation  of  the 
Task  Force  on  Health. 

The  most  desirable  evaluation  would  undoubtedly  be  a  comparison 
of  health  to  some  ideal  that  might  be  achieved  if  all  conditions  were 
optimal.  This  ideal,  of  course,  is  as  elusive  for  Indians  as  it  is  for  non- 
Indians.  Further,  it  is  unlikely  that  any  consensus  could  be  achieved 
defining  what  that  ideal  might  be.  A  comparison  to  such  a  hypothetical 
ideal  state  of  health  would  have  certain  inherent  value,  nevertheless. 
For  example,  it  would  permit  more  definite  long-term  planning,  rather 
than  a  crisis-responsive  system.  A  drawback  of  such  a  plan  might  be 
the  discouragement  which  would  ensue  over  failure  to  achieve  a 
remote  goal.  It  is  not  surprising  in  view  of  the  problems  associated 
with  the  above  systems  that  the  standard  technique  for  evaluating 
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the  status  of  Indian  health  has  been  to  compare  indices  of  Indian 
health  with  similar  indices  for  the  general  population  of  the  United, 
States.  Such  a  system  demands  simply  the  most  accurate  data  avail- 
able for  both  groups.  Such  a  comparison  does  not  necessarily  imply 
differences  between  the  two  groups.  At  any  rate,  the  only  body  of 
data  available  is  that  which  compares  the  Indian  status  to  that  of  the 
general  population  of  the  United  States. 
Demographics  of  Indian  people 

In  general  the  Indian  Health  Service  provides  services  to  the  Indians 
"recognized"  by  the  Bureau  of  Indian  Affairs,  or  those  specifically 
listed  by  Congress  as  being  beneficiaries  of  appropriated  funds.  The 
basis  of  Federal  recognition  has  been  discussed  elsewhere  and  will 
not  be  pursued  here. 

Although  Indian  Health  Service  is  attempting  to  move  towards 
providing  services  to  Indians  not  ordinarily  recognized,  such  as  in 
California  and  in  urban  settings,  this  movement  is  still  rudimentary. 
It  is  safe  to  estimate  that  since  only  about  one-half  of  the  Indians  in 
the  United  States  are  "federally  recognized"  and  since  about  one-half 
live  in  urban  areas,  the  Indian  Health  Service  may  be  providing  serv- 
ices to  no  more  than  about  one-fourth  of  the  Indian  population. 
According  to  the  Indian  Health  Service,1  as  of  July,  1971,  it  was  pro- 
viding services  to  approximately  469,632  persons.  Of  these,  85%  live 
in  the  24  so-called  reservation  states. 

In  addition  to  fundamental  cultural  differences,  Indians  differ  from 
the  entire  United  States  population  in  other  important  demographic 
ways.  For  example,  Indians  are  being  born  at  a  rate  nearly  twice  as 
fast  as  the  general  population.  In  1971,  the  birth  rate  of  Indians  was 
33.0/1000  compared  to  17.3/1000  for  the  entire  United  States  popu- 
lation; a  ratio  of  1.9.  This  ratio  has  actually  increased  slightly  since 
1955  even  though  the  birth  rate  of  Indians  has  declined  from  a  rate 
of  37.1/1000  in  1955.  Thus,  the  birth  rate  for  Indians  has  declined 
since  1955  but  not  as  rapidly  as  has  that  for  the  entire  population. 
Actually,  for  the  past  5  years  the  birth  rate  of  Indians  has  remained 
basically  constant. 

A  comparison  of  the  ages  at  which  Indians  die  compared  to  the 
total  United  States  population  is  also  instructive.  The  ratio  of  age 
adjusted  death  rates  of  Indians  to  the  total  population  is  4.1  (table  1). 

In  Figure  1  is  shown  a  distribution  of  death  by  age,  comparing 
Indians  to  the  total  population  for  1971. 2  Deaths  in  Indians  under 
the  age  of  1  year  constitute  10%  of  the  Indian  deaths  compared  to 
only  4  percent  for  that  of  the  total  United  States  population.  Similar 
ratios  hold  for  the  proportions  accounted  for  by  the  age  groups  1-4 
years.  What  these  data  show  is  that  a  much  greater  proportion  of 
Indians  die  in  their  early  years  than  is  true  for  the  total  United  States 
population.  A  particularly  heavy  toll  occurs  among  Indians  in  the 
group  aged  5-24  years.  Stated  another  way,  these  data  indicate  that 
death  rates  during  the  same  periods  are  also  greater  for  Indians, 
indicating  that  during  these  periods  Indians  die  faster  (or  are  more 
likely  to  die)  than  the  total  United  States  population  by  a  factor  of 
about  twice  to  three  times.  (See  Table  1). 

1  Indian  Health  Trends  and  Services.  Indian  Health  Service,  1974  edition.  U.S.  Dept. 
HEW. 

*  Report  to  the  Congress.  Progress  and  Problems  in  Providing  Health  Services  to  In- 
dians, by  Comptroller  General  of  U.S.  Dept.  of  HEW.  March  11,  1974. 
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Nearly  two-thirds  of  the  deaths  in  the  total  United  States  population 
occurred  in  the  age  group  65  years  or  older,  compared  to  only  one-third 
for  Indians.  (Fig.  1).  Thus,  one  may  conclude  that  a  disproportionate 
loss  of  youth  and  young  adults  is  occurring  among  Indians.  The 
impact  of  this  drain  of  resources  cannot  be  calculated  but  is  reminiscent 
of  the  toll  of  young  French  men  during  World  War  I. 

In  spite  of  the  disproportion  in  death  rates,  when  compared  to  the 
United  States  population,  the  Indians  are  on  the  average  younger. 
The  median  age  of  Indians  is  18.4  years  compared  to  28.1  years  for  the 
United  States;  conversely,  only  11.8  percent  of  Indians  are  55  years 
of  age  or  older.  This  compares  to  the  United  States  population  in 
which  this  age  group  makes  up  19  percent.  A  comparison  of  age 
distribution  of  Indians  to  the  United  States  is  shown  in  Figure  2. 
All  these  data  support  the  fact  that  Indians  have  a  smaller  chance  of 
living  to  an  old  age  than  do  all  other  United  States  citizens  as  a  group. 

Because  of  the  enormous  differences  between  Indian  tribes  and 
groups  extending  from  Alaska  to  Florida,  from  extremely  remote  areas 
to  metropolitan  cities,  and  because  Indians  are  a  relatively  mobile 
group  of  people,  it  is  not  possible  to  attempt  further  demographic 
description  of  the  population. 

Life  expectancy 

A  frequently  used  index  of  health  status  is  often  taken  as  the  life 
expectancy  of  a  group  of  people  at  the  time  of  birth.  The  short  life 
expectancy  of  Indian  people  has  been  widely  discussed. 

In  Figure  3  is  shown  a  comparison  of  life  expectancy  for  Indians 
and  whites  in  the  United  States  for  the  years  1950,  1960  and  1970. 
Between  1950  and  1970,  the  life  expectancy  of  Indians  increased  from 
60  years  to  65.1  years,  an  increase  of  8.5  percent.  During  the  same 
period  the  life  expectancy  for  whites  in  the  United  States,  although 
starting  at  a  higher  level  of  69.1  years  in  1950,  increased  to  71.7  years, 
an  increase  of  2.3  percent.  Thus,  the  life  expectancy  of  Indians  in- 
creased over  three  times  more  rapidly  than  whites.  Between  1950 
and  1960,  the  life  expectancy  of  Indians  increased  by  2.8  percent 
compared  to  an  increase  of  5.5  percent  for  the  next  decade.  This 
suggests  an  acceleration  in  longevity  by  Indians  not  shared  by  United 
States  whites.  The  increase  in  longevity  of  whites  during  this  period 
actually  slowed  slightly  from  2.2  percent  to  1.6  percent.  Longevity  of 
Indians  seems  to  be  increasing  more  rapidly  also  than  groups  in  the 
United  States  excluding  whites,  suggesting  that  Indians  are  doing 
better  perhaps  than  other  minorities. 

There  can  be  little  doubt  that  the  increase  in  longevity  of  Indians 
results  from  successful  efforts  to  decrease  the  mortality  from  acute 
infectious  diseases,  especially  in  childhood.  As  the  mortality  rate  for 
these  diseases  goes  down,  the  increase  in  longevity  of  Indians  will 
probably  slow.  Although  predictions  about  future  rate  of  change  in 
longevity  are  not  warranted,  it  is  of  interest  to  note  that  if  the  increase 
in  longevity  for  Indians  and  United  States  whites  continues  unchanged, 
one  would  expect  the  longevity  of  Indias  to  reach  that  of  whites 
within  the  next  decade. 

An  important  factor  related  to  Indian  longevity  will  be  the  be- 
havior of  death  rates  caused  by  heart  disease,  cancer  and  strokes. 
Present  data  suggest  that  Indians  are  in  a  relatively  favorable  position 
in  respect  to  these  diseases.  Unless  the  difference  is  negated  by  con- 
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tinued  increased  mortality  from  accidents  and  alcoholism,  it  is  possible 
that  Indians  born  in  the  year  2000  may  live  longer  than  non-Indians. 

These  optimistic  forecasts  must  be  tempered  by  the  realization  that 
the  present  life  expectancy  of  Indians  was  reached  by  whites  in  1944. 

In  summary,  the  longevity  of  Indians  is  increasing  more  rapidly 
than  is  that  of  whites.  This  increased  life  span  undoubtedly  is  a 
result  of  special  programs  designed  to  decrease  infant  and  children's 
deaths  from  acute  communicable  diseases.  Still,  the  life  expectancy 
of  Indians  born  in  1970  was  6.6  years  less  than  for  whites.  For  an 
important  discussion  of  the  use  of  longevity  statistics,  the  reader  is 
referred  to  Hill,3  who  points  out  the  errors  of  using  such  terms  as 
"average  age  of  death"  and  "lifespan."  The  average  age  of  death  of 
Indians  in  1967  was  45.7  years  compared  to  the  total  United  States 
population,  which  was  64.7  years.  The  gap  between  these  two  is 
narrowing.  Hill  argues  that  the  average  age  of  death  concept  is 
subject  to  several  objections  and  is  not  necessarily  a  useful  concept. 

Death  rates 

In  Table  1  are  shown  death  rates  adjusted  for  age  of  Indian  popula- 
tion served  by  the  Indian  Health  Service  compared  with  the  death 
rates  for  the  total  United  States  population  and  the  total  United 
States  white  population.  In  the  last  column  is  shown  the  ratio  of 
deaths  in  those  served  by  the  Indian  Health  Service  compared  to  that 
of  the  United  States  as  a  whole.  The  death  rates  of  Indians  from  all 
causes  is  968.8  per  100,000  population,  which  compares  to  the  total 
death  rate  in  the  United  States  of  701.8  per  100,000  population  for  a 
ratio  of  Indian  deaths  to  the  general  population  of  1.4.  This  indicates 
that  Indians  die  at  a  rate  nearty  one  and  one-half  times  greater  (150%) 
than  the  total  United  States  population.  However,  there  are  certain 
death  rates  which  are  lower  among  Indians  than  in  the  general  popu- 
lation. These  include  deaths  from  diseases  of  the  heart,  cerebro- 
vascular and  major  cardiovascular  diseases  of  which  the  ratio  of 
Indians  to  the  general  population  is  either  0.7  or  0.8.  However,  deaths 
associated  with  hypertension  occur  as  commonly  among  Indians  as 
among  the  general  population.  It  is  of  some  interest  that  Indians  have  a 
much  lower  frequency  of  deaths  from  hypertension  than  those  classed 
as  "all  others"  in  the  United  States  (exclusive  of  whites).  For  example, 
the  death  rate  of  Indians  from  hypertension  is  2.9/100,000  population 
compared  to  7.5/100,000  population  for  the  category  classed  as  "all 
other."  Some  of  the  most  startling  figures  are  those  associated  with 
accidents  in  which  the  death  rates  of  Indians  exceed  the  total  United 
States  population  by  nearly  4  times.  If  one  considers  motor  vehicle 
accidents  as  the  cause  of  death,  the  rate  among  Indians  is  slightly  over 
4  times  as  great  as  the  entire  United  States  population.  All  other 
accidents  also  cause  a  greater  rate  of  death  among  Indians  than  among 
the  general  population. 

Indians  die  less  frequently  from  malignant  neoplasms  than  do  non- 
Indians.  The  Indian  death  rate  is  only  slightly  more  than  one-half  that 
of  the  general  population.  Likewise,  deaths  due  to  bronchitis,  emphy- 
sema, and  asthma  occur  only  about  one-half  as  frequently  among 
Indians  as  among  the  general  population.  Indians  continue  to  die 
somewhat  more  than  twice  as  frequently  from  influenza  and  pneu- 

8  Hill,  Charles  A.,  Measures  of  Longevity  of  American  Indians.  U.S.  Publ.  Hlth.  Rep. 
85  :233-239,  1970. 
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monia  as  the  general  population.  The  death  rate  from  tuberculosis  is  5 
times  more  frequent  in  Indians.  An  ominous  finding  is  that  Indians  die 
4  times  as  often  from  cirrhosis  of  the  liver. 

These  data  suggest  that  there  may  be  some  sort  of  protective 
mechanism  existing  in  Indians  related  to  cardiovascular  disease  and 
malignancy.  It  has  been  generally  assumed  that  this  relative  advantage 
is  a  reflection  of  a  decreased  life  span  of  Indians.  However,  this  may 
not  be  the  complete  explanation. 

Another  method  of  evaluating  death  rates  of  Indians  is  to  compare 
crude  death  rates  of  certain  diseases  within  the  Indian  population 
for  the  years  1955  with  1973  (Table  2).  In  1973,  the  leading  cause  of 
death  of  Indians  was  accidents,  followed  by  diseases  of  the  heart 
and  malignant  neoplasms.  The  raw  data  for  death  rates  is  more  impres- 
sive if  one  examines  the  changes  that  have  occurred  during  these 
years.  The  overall  death  rate  decreased  from  927.2  to  772.5/100,000 
population,  a  decrease  of  17  percent.  Decreases  in  mortality  rate 
occurred  for  tuberculosis,  congenital  anomalies,  influenza  and  pneu- 
monia. Increases  in  mortality  rate  occurred  from  accidents,  cirrhosis, 
diabetes,  homicide,  and  suicide.  It  is  evident  that  not  only  do  deaths 
associated  with  accidents  and  cirrhosis  of  the  liver  and  diabetes 
exceed  that  for  the  general  population,  but  these  have  increased  by 
12  percent,  22  percent  and  47  percent  respectively  among  Indians 
bet  ween  1955-1973.  This  has  occurred  at  a  time  when  the  overall 
death  rate  of  Indians  has  decreased  by  17  percent.  The  most  striking 
decreases  in  mortality  for  these  two  periods  have  occurred  with 
tuberculosis,  which  has  dropped  by  89  percent,  and  certain  neonatal 
causes,  which  have  dropped  by  71  percent.  There  has  been  a  substantial 
decrease  of  54  percent  for  crude  death  rates  associated  with  influenza. 
Equally  important  is  the  decrease  in  death  rates  from  cerebrovascular 
disease  and  diseases  of  the  heart.  One  would  have  anticipated  that 
deaths  associated  with  degenerative  conditions  such  as  cardiovascular 
and  cerebrovascular  diseases  would  have  increased  as  the  population 
aged;  yet  this  did  not  occur.  When  one  considers  the  common  associa- 
tion of  diabetes  with  cerebrovascular  and  cardiovascular  deaths  this 
finding  becomes  even  more  significant.  Deaths  associated  with  diabe- 
tes increased  by  nearly  50  percent.  There  also  is  an  increase  in 
malignant  neoplasms  of  5  percent,  an  increase  that  one  would  expect 
as  the  age  of  the  population  increases. 

Alcoholism 

A  comparison  of  deaths  and  death  rates  for  alcoholism  for  each  year 
from  1966  to  1973  is  shown  in  Table  3.  Although  some  of  the  data 
are  perhaps  biased  by  differences  in  reporting,  it  does  not  appear 
that  differences  in  reporting  of  alcoholic  psychosis  or  cirrhosis  of  the 
liver  would  be  as  affected  by  changes  in  reporting  over  the  years. 
The  term  "alcoholism,"  of  course,  is  one  which  is  subject  to  wide 
variations  in  interpretation  and  hence,  in  reporting.  In  1966,  there  were 
55  deaths  from  alcoholism  among  Indians  and  Alaskan  Natives.  This 
increased  to  159  by  1973.  This  increase  is  shown  more  strikingly  in 
Fig.  4.  It  is  of  interest  that  although  deaths  associated  with  alcoholism 
have  increased  by  nearly  300  percent,  there  has  not  been  a  correspond- 
ing increase  in  deaths  associated  with  alcoholic  psychosis.  The  signifi- 
cance of  this  finding  is  not  clear.  The  same  finding  holds  true  of  all 
races  in  the  United  States.  The  number  of  deaths  associated  with 
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cirrhosis  of  the  liver  has  increased  from  128  in  1966  to  235  in  1973,  or 
an  increase  in  death  rate  from  20.7  to  30.5/100,000  population.  It  is 
of  interest  that  the  increase  in  deaths  due  to  cirrhosis  also  lags  behind 
the  overall  death  rates  from  alcoholism  during  this  period.  It  would 
be  dangerous  to  draw  definite  conclusions  from  this  data,  but  the 
individual  consumption  of  alcohol  may  be  so  great  that  Indians  are 
dying  as  a  result  of  direct  toxicity  before  developing  the  complications 
and  sequelae  such  as  cirrhosis  of  the  liver. 

Maternal  and  in  fant  deaths 

Maternal  and  infant  death  rates  are  useful  indices  of  health  care 
and  widely  publicized  between  countries  of  the  world.  In  Fig.  5  is 
shown  the  maternal  death  rates  from  1958  to  1973.  There  are  fewer 
categories  in  which  such  a  dramatic  decrease  has  occurred.  The  rate 
in  1973  had  also  fallen  to  the  same  level  as  for  the  entire  United  States 
population. 

The  infant  death  rate  likewise  has  steadily  decreased  from  just  over 
600/1000  live  births  to  less  than  20/1000  live  births  by  1973.  the 
latter  comparable  to  the  death  rate  for  the  total  population  (Fig.  6). 

However,  an  analysis  of  infant  death  rates  by  age  at  death  is 
instructive.  For  infants  under  the  age  of  one  month,  the  death  rate 
of  Indians  equals  or  is  less  than  that  for  the  general  population. 
Yet,  for  the  next  ten  months  the  death  rate  for  Indian  infants  is 
more  than  twice  that  for  the  general  population.  (Fig.  7).  Thus, 
after  leaving  the  hospital,  the  Indian  spends  a  hazardous  year  in  the 
home.  Much  of  this  mortality  is  undoubtedly  related  to  acute  con- 
tagious diseases  which  could  be  decreased  by  improved  sanitation 
programs. 

One  may  make  the  following  projection  about  the  life  expectanc}?- 
of  an  average  Indian  person.  At  the  present  time,  an  Indian  child 
will  be  born  in  a  hospital  and  enjoy  a  level  of  health  and  safety 
equivalent  to  that  of  the  general  population.  The  Indian  child  may 
expect  to  have  fewer  congenital  anomalies,  but  in  many  instances 
the  child  may  be  expected  to  be  born  of  a  woman  with  little  under- 
standing of  health  or  hygiene  and  who  has  a  high  likelihood  of  having 
iron  deficiency  anemia  or  other  evidence  of  malnutrition.  In  spite  of 
this,  the  Indian  child  receives  a  reasonable  initial  start  in  life  only 
to  find  residence  in  a  home  of  one  or  two  rooms,  where  the  several 
members  average  four  to  six  respiratory  infections  per  year.  Thus,  the 
Indian  child  will  have  an  increased  likelihood  of  developing  an  acute 
gastrointestinal  infection  with  a  higher  than  average  expectation  of  a 
latal  outcome.  The  Indian  child  may  also  expect  to  die  in  a  traumatic 
death  during  this  period  of  time.  Should  the  Indian  child  survive  these 
physical  dangers,  it  must  still  dwell  in  a  home  with  severe  social 
pathology.  The  child  has  a  high  likelihood  of  being  raised  by  a  person 
other  than  the  natural  parents  or  spending  a  considerable  part  of 
time  away  from  home.  The  Indian  child  may  expect  to  have  some 
degree  of  sequelae  from  respiratory  infections  of  which  perhaps  the 
most  disabling  would  be  deafness  associated  with  middle  ear  disease. 
At  the  time  of  beginning  high  school  or  even  earlier,  the  Indian  child 
would  have  enormous  pressures  brought  to  either  begin  consuming 
alcohol  or  abusing  other  types  of  dru^s.  The  Indian  child  would  have  a 
better  than  50-50  chance  of  dropping  out  of  school  and  exhibiting 
self-destructive  behavior  in  one  of  a  variety  of  ways.  During  the 
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early  adult  years,  the  Indian  would  be  more  apt  to  die  by  murder  or 
accident  than  from  any  other  causes;  the  Indian  likewise  will  have  an 
unsatisfactory  house  to  live  in,  with  inadequate  water  and  sanitation. 
Finally,  should  the  Indian  survive  all  of  the  vicissitudes  of  living  and 
look  Forward  to  an  old  age,  the  Indian  will  find  that  he  or  she  cannot 
remain  a  useful  or  even  wanted  member  of  the  community  and  may 
live  out  his  or  her  declining  years  in  a  foreign  environment  away  from 
home.  It  is  against  this  profile  that  one  must  deal  in  planning  programs 
for  health  care. 

Prevalence  of  certain  diseases  among  Indians 

Although  death  rates  from  various  causes  give  important  infor- 
mation about  the  health  status  of  groups  of  people,  it  is  necessary  to 
also  have  some  estimate  of  the  prevalence  of  diseases  within  each  group. 
Incidence  rates  are  susceptible  to  the  same  inter-group  and  intra- 
groups  comparisons  and  intra-group  comparisons  over  time  as  are 
rates  for  most  diseases. 

In  Table  4  are  shown  incidence  rates  for  selected  diseases  for  the 
year  1973.  Data  for  Alaskan  Natives  are  shown  separately.  The  inci- 
dence rate  for  cases  of  otitis  media  is  incredibly  high  for  Indians 
as  well  as  for  Alaskan  Natives.  It  is  not  surprising  that  acute  com- 
municable diseases  such  as  gastroenteritis,  streptococcal  pharyngitis, 
and  influenza  are  very  high.  Only  measles  has  an  incidence  rate 
less  than  100/100,000  population. 

An  idea  of  the  nearly  astronomical  occurrences  of  communicable 
diseases  and  changes  between  1962  and  1971  is  obtained  by  exami- 
nation of  Table  5.  The  total  number  of  communicable  diseases  has 
actually  increased  faster  than  could  be  accounted  for  on  the  basis 
of  population  growth  during  this  time. 

A  conclusion  that  this  increase  represents  a  worsening  of  conditions 
cannot  be  excluded.  However,  it  is  likely  that  the  increases  for  certain 
of  those  diseases  is  accounted  for  on  the  basis  of  more  vigorous  diag- 
nosis, screening  programs  (as  for  otitis  media),  and  differences  in 
reporting  between  years.  Different  conditions  certainly  behave  dif- 
ferently during  these  years  also.  For  example,  one  cannot  compare 
the  rates  for  hepatitis  with  syphilis  from  the  standpoint  of  drawing 
conclusions  about  Indian  Health  Service  programs.  Likewise,  it  has 
been  noted  that  the  death  rate  from  gastroenteritis  (Fig.  8)  has  been 
decreasing  during  these  years  when  the  incidence  rate  appears  to  have 
been  increasing. 

A  tabulation  of  cases  and  incidence  rates  for  various  communicable 
diseases  for  the  calendar  year  1971  for  various  Indian  Health  Service 
areas  is  shown  in  Table  6.  Because  of  differences  in  population,  the  total 
number  of  cases  may  be  very  misleading.  The  most  striking  finding 
in  this  data  is  the  sharp  contrast  between  the  incidence  of  gastro- 
enteritis and  dysentery  in  Alaska  compared  to  other  Indian  Health 
Service  areas.  In  Alaska  these  diseases  are  not  considered  significant 
problems. 

Otitis  Media 

Incidence  rates  for  otitis  media  from  1962  to  1974  are  shown  in 
Table  7.  The  steady  increase  from  1962  through  1972  undoubtedly 
results  from  more  aggressive  case  finding  and  more  extensive  reporting:. 
Otitis  has  for  some  time  been  the  leading  notifiable  disease  for  Indians,. 
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and  exceeds  the  rate  for  non-Indians  by  manyfold.  Morbidity  from 
otitis  is  an  important  problem  for  the  young  because  of  its  tendency 
to  be  associated  with  recurrent  attacks  and  because  it  is  often  associated 
with  hearing  loss. 

Otitis  media  most  often  is  a  bacterial  complication  of  upper  respira- 
tory infections  precipitated  usually  by  swelling  of  mucous  membranes 
in  the  nasopharynx,  which  obstructs  drainage  of  the  eustachian  tubes. 
Pressure  is  placed  on  the  tympanic  membrane,  resulting  in  the  typical 
"earache."  Pus  may  develop  behind  the  ear  drum,  and  without 
drainage  may  spontaneously  rupture  the  drum  with  resulting  drainage 
from  the  ears.  Because  the  small  passages  in  the  very  young  are  easily 
obstructed,  otitis  is  especially  a  problem  under  the  age  of  two  years. 

Although  surgical  procedures  are  effective  in  restoring  lost  hearing, 
it  is  obvious  that  better  programs  of  prevention  would  result  in  great 
savings  of  time,  personnel,  facilities  and  money. 

The  magnitude  of  the  problem  of  otitis  media  led  to  lobbying  efforts 
by  groups  such  as  the  Association  of  American  Indian  Affairs.  These 
efforts  led  to  legislation  permitting  the  beginning  of  a  program  in  FY 
1971  designed  to  attack  this  problem.  In  1975,  the  number  of  reported 
cases  again  decreased.  In  spite  of  these  programs,  there  is  a  backlog 
of  needed  surgery  of  several  thousand  cases.  In  Billings  area  alone,  in 
FY  1975  there  were  154  tympanotomies  with  insertion  of  PE  tubes. 
On  the  Navajo  reservation  large  numbers  of  persons  continue  to  be 
treated  for  the  first  time  with  middle  ear  disease. 

Control  depends  upon  intensive  education  of  parents,  prompt  and 
adequate  therapy  of  upper  respiratory  infections,  and  better  living 
conditions  to  decrease  the  chance  of  exposure  to  infecting  organisms. 
Thus,  most  of  the  information  needed  is  at  hand.  What  is  needed  is 
funding  sufficient  for  action  to  reduce  to  zero  the  incidence  of  deafness 
associated  with  otitis. 

Gastroenteritis 

Diarrhea  and  gastroenteritis,  an  inflammation  of  the  alimentary 
tract,  in  most  instances  result  from  infections  associated  with  poor 
environmental  and  sanitation  facilities  which  permit  fecal-oral  trans- 
mission of  microbes.  Gastroenteritis  may  rapidly  lead  to  dehydration 
which  can  be  dangerous  to  the  very  young.  Infants  may  become  seri- 
ously ill  very  quickly  and  inadequate  transportation  to  health  facilities 
can  be  a  significant  factor  in  increasing  mortality.  Control  measures  to 
a  large  extent  depend  upon  improved  sanitation  and  an  increased 
standard  of  living.  There  are  few  areas  in  which  IHS  activity  in  the 
social  sphere  would  result  in  more  substantial  improvement  in  inci- 
dence rates  than  in  gastroenteritis.  Vaccines  are  not  available  or  effec- 
tive for  most  cases  of  acute  gastroenteritis.  An  important  program  for 
clinical  assessment  of  infant  dehydration  has  been  developed  at  the 
Sells  Service  Unit  of  the  Office  of  Research  and  Development  but 
does  not  appear  to  have  been  adopted  in  other  areas. 

Tuberculosis 

The  decline  in  incidence  rates  for  tuberculosis  is  shown  in  Table  8. 
The  decrease  for  Alaskan  Natives  has  approached  that  of  Indians.  The 
incidence  rate  for  Indians  still  is  about  ten  times  that  for  all  races  in 
the  U.S. 
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Tuberculosis  is  an  infection  usually  of  the  lungs,  spread  by  airborne 
particles,  which  sometimes  affects  the  brain,  kidneys,  liver  and  bones 
and  joints.  Crowding  and  poor  ventilation  contribute  to  the  spread  of 
the  germ.  Knowledge  of  techniques  for  controlling  tuberculosis  has 
grown  in  the  last  twenty  years  and  depends  upon  either  the  use  of  a 
vaccine  or  the  administration  of  proprrvlactic  antimicrobial  drugs. 
Improving  the  standard  of  living  is  also  an  important  adjunct  in 
decreasing  the  rate  of  tuberculosis.  The  excessive  incidence  rate  of 
tuberculosis  of  Indians  compared  to  non-Indians  can  be  largely  ex- 
plained on  this  basis.  Therefore,  it  is  clear  that  along  with  case  detec- 
tion, and  use  of  prophylactic  antibiotics,  the  role  of  Indian  Health 
Service  in  improving  the  standard  of  living  of  Indians  will  have  a 
direct  effect  on  the  incidence  of  tuberculosis.  It  is  recommended  that 
additional  funding  for  Indian  Health  Service  specifically  directed  at 
tuberculosis  eradication  be  provided. 

Gonorrhea  and  syphilis 

The  startling  increase  in  gonorrhea  in  Indians  in  the  recent  past  has 
exceeded  even  the  steady  increase  occurring  in  the  general  population 
(Table  9).  These  differences  may  be  explained  in  part  because  of 
different  rates  of  detection  and  reporting  in  the  United  States.  The 
cause  of  the  nationwide  epidemic  is  not  clear  and  usual  explanations 
do  not  adequately  explain  the  outbreak.  It  is  dangerous  to  assume  that 
only  the  disruption  of  Indian  life  is  responsible  for  the  excess  rate  for 
both  gonorrhea  and  syphilis.  It  is  of  interest  that  the  increase  in  In- 
dians of  gonorrhea  has  occurred  at  a  time  when  gonorrhea  has  also 
been  increasing  in  the  general  population;  however,  syphilis  has  been 
increasing  among  Indians  while  decreasing  in  the  general  population. 

Control  measures  have  included  vigorous  case  finding  and  treatment 
of  contacts.  Little  is  known  about  immunity  to  either  gonorrhea  or 
syphilis.  Although  it  is  possible  that  the  traditional  control  methods 
are  less  effective  than  assumed,  there  is  practically  no  funding  for  a 
real  attack  on  the  problem  through  the  Indian  Health  Service. 

Causes  of  hospitalization 

A  listing  of  the  three  leading  causes  of  hospitalization  for  each  Indian 
Health  Service  area  for  1973  is  as  follows: 

Aberdeen  (excluding  Bemidji) 

1.  Accidents,  poisonings  and  violence. 

2.  Respiratory  diseases. 

3.  Complication  of  pregnancy,  childbirth,  and  the  puerperium. 
Bemidji 

1.  Respiratory  diseases. 

2.  Accidents,  poisonings  and  violence. 

3.  Special  conditions  and  examinations. 

Alaska 

1.  Complications  of  pregnancy,  childbirth,  and  the  puerperium. 

2.  Accidents,  poisonings  and  violence. 

3.  Complications  of  pregnancy,  childbirth,  and  the  puerperium. 
Billings 

1.  Complications  of  pregnancy,  childbirth  and  the  puerperium. 

2.  Respiratory  diseases. 

3.  Accidents,  poisonings,  and  violence. 
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Navajo 

1 .  Complication  of  pregnancy,  childbirth,  and  the  puerperium. 

2.  Accidents,  poisonings  and  violence. 

3.  Respiratory  diseases. 

Oklahoma 

1.  Complications  of  pregnancy,  childbirth  and  the  puerperium. 

2.  Special  conditions  and  examinations. 

3.  Respiratory  diseases. 

Phoenix 

1.  Accidents,  poisonings  and  violence. 

2.  Complications  of  pregnancy,  childbirth,  and  the  puerperium. 

3.  Respiratory  diseases. 

Tucson 

1.  Complications  of  pregnancy,  childbirth,  and  the  puerperium. 

2.  Accidents,  poisonings  and  violence. 

3.  Respiratory  diseases. 

Uset 

1.  Complications  of  pregnancy,  childbirth,  and  the  puerperium. 

2.  Respiratory  diseases. 

3.  Accidents,  poisonings,  and  violence. 

There  is  a  repetitive  character  that  is  most  striking.  It  is  significant 
that  in  three  of  the  ten  areas,  accidents,  poisonings  and  violence  as  a 
group  are  the  leading  causes  of  hospitalization.  The  prominence  of 
conditions  associated  with  childbirth  is  also  striking.  Although  data 
are  not  available  relative  to  the  cost  of  these  conditions,  one  can  imag- 
ine the  impact  on  hospital  care  costs.  It  is  possible  that  since  the  former 
group  not  infrequently  engenders  some  hostility  in  hospital  personnel, 
there  might  be  a  salutary  effect  on  Indian  Health  Service  morale  if 
these  were  decreased.  It  would  appear  that  the  category  of  accidents, 
poisonings  and  violence  should  be  susceptible  to  change. 

CONCLUSIONS 

There  have  been  striking  improvements  in  mortality  from  diseases 
associated  with  acute  and  some  chronic  infections.  This  reduction  has 
come  about  in  part  because  of  special  emphasis  programs,  environ- 
mental programs  of  Indian  Health  Service,  improvement  in  living 
conditions  and  improved  medical  care.  There  has  also  been  a  slight 
improvement  in  mortality  rates  from  cardiovascular  and  cerebrovas- 
cular diseases,  the  significance  of  which  is  not  entirely  clear. 

These  happy  results  are  overshadowed  by  the  very  disturbing 
increases  in  deaths  associated  with  accidents,  alcoholism,  cirrhosis  of 
the  liver  and  suicides.  These  findings  appear  to  be  related  to  the 
profound  changes  in  life-style  continuing  to  take  place,  with  resultant 
extraordinary  destruction  of  Indian  people.  Because  this  represents 
a  more  profound  disruption  of  social  organization  and  functioning, 
it  obviously  will  be  much  more  difficult  to  deal  with.  However,  there 
must  be  tremendously  increased  emphasis  placed  upon  programs 
designed  to  deal  with  this  type  of  disruption.  This  will  involve  expanded 
concepts  of  health  care  and  roles  played  by  the  Indian  Health 
Service. 
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It  is  clear  that  the  overall  health  status  of  Indians  as  measured  by 
longevity  and  death  rates  is  manifesting  substantial  improvement 
in  the  past  twenty  years.  This  improvement  is  most  noticeable  in 
areas  where  better  health  sustaining  techniques  would  be  expected 
to  have  the  greatest  impact,  the  areas  of  maternal  and  neonatal 
death  rates,  tuberculosis  and  the  acute  communicable  diseases.  In 
relation  to  the  general  United  States  population,  Indians  enjoy  a 
favorable  position  in  relation  to  death  from  cancer  and  cardiovascular 
■diseases. 

However,  it  is  reasonable  to  ask  whether  the  health  of  the  American 
Indian  as  defined  at  the  beginning  of  this  chapter  has  indeed  improved. 
This  definition,  in  essence,  has  been  taken  to  connote  a  state  of 
physical  and  mental  well-being.  Although  the  difficulties  of  measure- 
ment have  precluded  any  real  estimate  of  Indian  "health,"  there  are 
certain  data  suggesting  that  Indian  health  in  reality  is  deteriorating. 
One  may  reasonably  assume  that  alcoholism  and  other  destructive 
behavior  to  a  large  extent  reflect  profound  individual  and  social 
"disease"  or  lack  of  health. 

RECOMMENDATIONS 

From  the  data  presented  in  this  section,  it  is  clear  that  certain 
recommendations  may  be  made  for  future  legislation. 

1.  Additional  funding  for  sanitation  and  home  improvement  pro- 
grams is  immediately  needed  to  extend  present  benefits  to  all  federally 
recognized  tribes.  No  new  legislation  would  be  necessary  for  this, 
simply  adequate  funding  for  present  and  planned  programs. 

2.  Legislative  authorization  for  a  study  not  to  exceed  one  year, 
comparing  the  relationship  of  American  Indians  to  the  Federal 
government  with  that  of  other  aboriginal  groups  in  other  countries. 
This  study  would  be  carried  out  by  an  appropriate  panel  of  Indian 
and  non-Indian  health  professionals. 

3.  Legislative  authorization  for  a  feasibility  study  designed  to 
determine  the  possibility  of  a  program  to  compare  the  health  status 
of  Indians  of  "recognized  tribes"  with  those  of  "non-recognized" 
tribes.  This  study  would  accomplish  a  number  of  objectives,  one  of 
which  would  be  an  evaluation  of  the  effect  of  the  Indian  Health  Service. 

4.  Legislation  authorizing  and  funding  Indian  Health  Service  to 
actively  develop  and  implement  programs  designed  to  combat  the 
personal  and  social  pathology  manifested  by  increasing  rates  of 
alcoholism,  suicides  and  accidents.  This  would  mean  placing  a  re- 
sponsibility on  Indian  Health  Service  to  participate  in  programs  of 
economic  improvement,  family  support,  and  self-esteem.  It  is  the 
position  of  the  Task  Force  that  this  is  well  within  the  support  systems 
needed  to  improve  Indian  "well-being." 

5.  A  comprehensive  program  of  research  by  Indian  Health  Service 
into  the  causes  and  prevention  of  Indian  alcoholism  and  suicides 
should  be  implemented  immediately.  Data  is  needed  in  areas  such 
as  drinking  patterns,  for  example. 

6.  The  Indian  Health  Service  must  be  immediately  funded  to  a 
level  permitting  elimination  of  the  backlog  of  unmet  needs. 

7.  Comprehensive  programs  must  be  greatly  strengthened  to 
provide  an  attack  on  family  disruption,  disintegration  and  anomie. 

8.  It  is  imperative  that  studies  be  done  comparing  those  receiving 
Indian  Health  Service  benefits  with  those  who  have  not  received  any. 


51 


9.  It  is  imperative  to  do  comparative  international  studies  relating 
"aboriginal' 1  groups  to  their  respective  predominant  societies.  This 
would  greatly  enlarge  the  present  scope  of  understanding  of  Indian 
health. 

TABLE  l.-AGE-AD JUSTED  DEATHS  RATES 


All  causes  

Major  cardiovascular  disease  

Diseases  of  heart  

Cerebrovascular  disease  

Arteriosclerosis  

Hypertension  

Accidents  

Motor  vehicle  

All  other  

Malignant  neoplasms  

Cirrhosis  of  liver  

Influenza  and  pneumonia  

Diabetes  mellitus  

Tuberculosis,  all  forms  

Bronchitis,  emphysema,  and  asthma. 


1  Jj 
I  nu  1 3fi 

Will  IvU 

Patin  r\f 

Hpalth 

States 1 

IHS  to 

Service 

Total 

white 

AM  other 

United  States 

968.8 

701.8 

667.6 

965.4 

1.4 

237.0 

333.8 

324.7 

409.1 

.7 

167.7 

249.3 

244.9 

283.1 

.7 

53.0 

65.0 

61.0 

101.3 

.8 

13.4 

8.2 

8.2 

8.4 

1.6 

2.9 

2.6 

2.0 

7.5 

1.1 

202.7 

52.0 

49.8 

68.8 

3.9 

117.1 

27.0 

26.6 

30.6 

4.3 

85.6 

25.0 

23.1 

38.1 

3.4 

81.6 

130.7 

128.3 

152.2 

.6 

66.0 

14.9 

13.5 

25.4 

4.4 

49.9 

20.8 

19.2 

32.6 

2.4 

28.4 

13.6 

12.2 

26.0 

2.1 

9.1 

1.7 

1.3 

5.9 

5.4 

6.9 

11.0 

11.3 

8.0 

.6 

J  1972  rates  (latest  available). 

TABLE  2— SELECTED  CAUSES  OF  DEATH  OF  INDIANS  AND  ALASKA  NATIVES  IN  RESERVATION  STATES 


All  causes  

Accidents  

Diseases  of  heart  

Malignant  neoplasms  

Cirrhosis  of  liver  

Cerebrovascular  disease  

Influenza  and  pneumonia  

Certain  causes  of  mortality  in  early  infancy. 

Diabetes  mellitus  

Homicide...  

Suicide.  

Congenital  anomalies  

Tuberculosis  

Arteriosclerosis  

Nephritis  and  nephrosis  


Crude  death 

Percent 

1973 

rates,  1955 

change 

772.5 

927.2 

-17 

174.3 

155.6 

+12 

131.0 

133.8 

-2 

62.0 

59.1 

+5 

45.5 

14.2 

+220 

42.8 

46.4 

-8 

41.1 

89.8 

-54 

19.6 

67.6 

-71 

20.4 

13.9 

+47 

25.5 

15.9 

+60 

19.4 

8.7 

+123 

10.1 

19.0 

-47 

6.0 

55.1 

-89 

11.8 

0)  — 

5.2 

0)  — 

» Not  available. 
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TABLE  3.— ALCOHOLISM  DEATHS  AND  DEATH  RATES  OF  INDIANS  AND  ALASKA  NATIVES  IN  25  RESERVATION 

STATES  AND  U.S.  ALL  RACES 


1966 

1967 

1968 

1969 

1970 

1971 

1972 

1973 

Number  of  deaths— Indians  and  Alaska  Natives 
in  25  reservation  States: 

55  0 

51  0 

91  0 

R1  fl 
01.  u 

Q7  n 

3/.  u 

in7  n 

i  ni  n 

1J1.  u 

icq  n 

Cirrhosis  of  liver  with  mention  of  alcoholism. 

5.0 
128  0 

6.0 
126.  0 

io'.o 

165  0 

7.0 
17Q  n 

1  /3.  u 

8.0 
1R7  n 

ID/,  u 

10.0 
9i 7  n 

ell .  \J 

8.0 

CUD.  U 

5.0 
93ti  n 

Total  

188.0 

188.0 

266.0 

267.0 

272.0 

334.0 

315.0 

399.0 

Alcoholism  death  rates — Indians  and  Alaska 
Natives  in  25  reservation  States: 

Alcoholic  psychoses     

Cirrhosis  of  liver  with  mention  of  alcoholism. 

P  Q 

0.  3 

.8 
20.7 

o  n 

o.  U 

.9 
19.7 

10.  o 

1.5 
25.0 

11.3 

1.0 

26.3 

10.  0 

1.1 

23.8 

ML  9 
19.  o 

1.4 
30.1 

1 3  R 

lo.  0 

1.1 

27.4 

90  7 

.7 
30.5 

Total....  

30.3 

28.  5 

40.3 

39.2 

38.8 

46.3 

42.1 

51.9 

Alcoholism  death  rates— United  States  all 
races: 

Alcoholism   _   

Alcoholic  psychoses    

1.6 
.3 

1.5 

.3 

2.0 

.3 

2.0 
.3 

2.1 

.3 

2.1 
.3 

2.1 

.2 

2.2 
.2 

Cirrhosis  of  liver  with  mention  of  alcoholism. 

4.8 

4.8 

5.0 

5.2 

5.5 

5.8 

6.0 

6.0 

Total....    

6.7 

6.6 

7.3 

7.5 

7.9 

8.2 

8.3 

8.4 

TABLE  4.— INCIDENCE  RATES  FOR  SELECTED  NOTIFIABLE  DISEASES 
[Calender  year  1973  (rates  per  100,000  population)] 


Indian  and 


Alaska  Alaska 
Diseases  Native  Indian  Native 


Otitis  media   12,103.6  12,429.4  9,487.1 

Gastroenteritis,  diarrhea     7,627.8  8,296.2  2,260.2 

Strep  pharyngitis      7,445.5  7,765.6  4,866.9 

Pneumonia   3,624.2  3,718.1  2,870.4 

Influenza     3,987.3  4,212.7  2,177.3 

Gonococcal  infection   1,794.2  1,716.5  2,418.4 

Trachoma   500.7  516.0  17.0 

Chickenpox     619.2  659.7  293.8 

Bacillary  dysentery     455.7  508.7  24.5 

Mumps       425.2  432.9  363.5 

Infectious  hepatitis   296.1  239.9  346.6 

Syphilis,  all  forms     149.9  157.6  88.5 

Measles   74.5  77.6  49.0 

Tuberculosis,  new  active   107.6  102.4  150.7 
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TABLE  7— REPORTED  NEW  CASES  OF  OTITIS  MEDIA  AND  INCIDENCE  RATES  FOR  INDIANS  AND  ALASKA  NATIVES 

CALENDAR  YEARS  1962-74 


Indian  and  Alaska  Natives 


Number 
of  cases 


Rate  per 
100,000 


Indians 


Number 
of  cases 


Rate  per 
100,000 


Alaska  Natives 


Number 
of  cases 


Rate  per 
100,000 


Calendar  year: 

19741   53,549  10,954.3  48,702  11,197.6  4,847  8,991.6 

1973   58,036  12,103.6  52,999  12,429.4  5,037  9,487.1 

1972   57,781  12,289.8  53,419  12,780.1  4,362  8,361.4 

1971   49,478  10,742.4  45,283  11,066.9  4,195  8,159.8 

1970   44,008  9,745.0  41,109  10,253.1  2,899  5,723.2 

1969   39,351  8,892.3  36,568  9,313.6  2,783  5,577.3 

1968   36,470  8,413.7  33,503  8,717.5  2,967  6,038.0 

1967   30,211          7,118.8  27,377  7,281.0  2,834  5,857.6 

1966   28,224  6,909.6  25,144  6,968.0  3,080  6,467.2 

1965   22,614  5,688.2  21,502  6,131.3  1,112  2,372.6 

1964   22,290  6,243.7  21,267  6,772.9  1,023  2,379.1 

1963   18,397  5,221.7  17,052  5,500.6  1,345  3,127.9 

1962   13,382  3,801.7  12,383  4,007.4  999  2,323.3 


Provisional. 


TABLE  8— TUBERCULOSIS  MORBIDITY  RATES  PER  100,000  POPULATION 


Indian  and 
Alaska 
Natives 


Indian 


Alaska 
Native 


United  States- 


All  races 


White 


Al!  other 


Calendar  years: 

1973  

1972  

1971  

1970  

1969  

1968  

1967.  

1966  

1965  

1964  

1963  , 

1962  

1961  

1960  

1959  

1958  

1957  

1956  

1955  


107.6 

102.4 

150.7 

i  14.8 

(2) 

(2) 

100.6 

94.3 

151.4 

15.8 

10.8 

50.3 

157.4 

152.0 

200.3 

17.1 

11.7 

53.8 

154.1 

154.1 

154.0 

18.3 

12.4 

59.0 

140.8 

141.6 

134.3 

19.1 

13.7 

59.7 

133.8 

128.0 

179.1 

21.3 

15.3 

65.1 

155.8 

152.7 

179.8 

23.0 

16.6 

70.2 

141.7 

127.8 

247.8 

24.4 

17.9 

71.9 

201.5 

160.5 

507.8 

25.3 

18.6 

74.9 

237.8 

184.1 

630.2 

26.6 

19.9 

76.5 

234.0 

192.3 

534.9 

28.7 

21.7 

81.5 

257.7 

209.4 

604.7 

28.9 

21.9 

80.1 

318.8 

281.8 

562.8 

37.0 

322.4 

292.3 

547.  5 

39.4 

418.0 

338.2 

1, 048. 0 

42.6 

485.0 

421.8 

978.7 

47.5 

565.2 

426.9 

1,  649. 7 

51.0 

680.6 

474.3 

2,  283. 8 

54.1 

758.1 

563.2 

2,325.7 

60.1 

1  Provisional,  Morbidity  and  Mortality,  vol.  22,  No.  53. 

2  Not  applicable. 

TABLE  9.— INCIDENCE  RATES  FOR  VENEREAL  DISEASES  INDIANS  AND  ALASKA  NATIVES  COMPARED  TO  UNITED 

STATES  ALL  RACES 


[Rates  per  100,000  population! 


Gonorrhea 

Syphilis,  all  stages 

IHS  United 

States » 

IHS     United  States 

1960  

  727. 8 

181.9 

89.3 

54.4 

  716.6 

169.6 

93.0 

58.9 

  751.7 

207.3 

99.9 

52.5 

  842. 3 

235.7 

145.8 

48.8 

  1,  026. 6 

268.6 

161.8 

46.3 

  1, 182.  0 

297.5 

172. 1 

45.3 

  1,  647.  5 

328.2 

180.5 

47.0 

.1972   

  1,  923. 6 

371.6 

207.8 

44.2 

J973  

  1,  794.  2 

404.9 

149.9 

42.0 

I  Reported  morbidity  and  mortality  in  the  United  States  1973,  vol.  22,  No.  53,  Center  for  Disease  Control. 
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DISTRIBUTION  OF  DEATHS  BY  AGE  DURING  1971 


U.S.  TOTAL  POPULATION  INDIAN 


Figure  1 


PERCENT  OF  POPULATION  BY  AGE 
INDIAN  AND  ALASKA  NATIVE  AND  U.S.  ALL  RACES ' 


PERCENT 
1G.0 1 — 


U  SQUP.Cs,  1370  CENSUS, 


Figure  2 
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LIFE  EXPECTANCY  AT  BIRTH, 
INDIAN  "&  ALASKA  NATIVE,  U.S.  WHITE,  U.S.  ALL  OTHER 


1950 


19G0 
CALENDAR  YEARS 


1970 


Figure  3 


Data  frc~  IKS- 


ALCOHOLISM  DEATH  RATES 
INDIANS  AND  ALASKA  NATIVES  COMPARED  TO  U.S.  ALL  RACES 

RATE  PER  100,000  POPULATION 
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CALENDAR  YEARS 


Figure  4 
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MATERNAL  DEATH  RATES 

INDIANS  AND  ALASKA  NATIVES  COMPARED  TO  U.S. 

RATE  PER  1CO,000  LIVE  BIRTHS 


/sJHS 
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Data  frcn  IKS 

Figure  5 


INFANT  DEATH  RATES 
INDIAN  AND  ALASKA  NATIVE,  AND  U.S.  ALL  RACES 


RATE  PER  1,000  LIVE  BIRTHS 


i 

1 
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ALL  RA(JES  "  "S*s. 

i                  /  ^^-^ 

-  -     1      -J-        '          1          1         !          '         !          1          1          !         !         !         '         1         !  ! 

1955  1960  1965  1970  1973 

CALENDAR  YEARS 

ff.CVUiCNAL.  VO'iTIILV  VITAL  STATISTIC  REPORTS,  NCHS  VOL.  22  NO.  13  1573 


Data  from  IHS 

Figure  6 
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INFANT  DEATH  RATES  BY  AGE  AT  DEATH 

INDIAN  AND  ALASKA  NATIVE,  AND  U.S.  ALL  RACES 
CALENDAR  YEAR  1973 

RATE  PER  1,000  LIVE  BIRTHS 


! 

INDIAN  I  ALASKA  NATIVE 

I 

—  ALL  RACES U 
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PI 

if 
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1       ALL  ?a;ES  RATES  ARE  ESTIMATED  EXCE'T  28  DAYS   V.  YCN7HS  VVHiCH  ,S  PRO 
VISIC.'.AL  ,  V.CNTHLY  ViTAL  STATISTICS  PEPORT.  r,CK3.  V  3L.  2?  NO  '3 

Data  from  IKS 

Figure  7 


GASTROENTERIC  DEATH  RATES* 
INDIAN  AND  ALASKA  NATIVE,  AND  U.S.  ALL  RACES 

RATE  PER  100,000  POP. 
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Chapter  7 


Environmental  Services 
introduction 

Environment  plays  a  very  important  role  in  the  maintenance  and 
improvement  of  health  conditions  of  Indian  people.  For  purposes  of 
the  present  discussion  the  term  "environment"  refers  to  drinking 
water,  sewer  solid  waste  disposal  systems,  and  housing.  The  lack  of 
these  elements  has  been  identified  as  a  major  health  problem  of 
American  Indians  and  Alaska  Natives.  More  than  37,000  households 
are  without  adequate  water  supplies  or  sewer  s}^stems.  In  addition, 
according  to  the  1957  Bureau  of  Indian  Affairs  estimates,  51,065  new 
housing  units  are  required,  representing  about  one-half  of  the  total 
number  of  Indian  houses  in  the  country.  In  man}^  areas  the  situation 
is  much  worse.  In  Alaska,  for  instance,  there  are  11,386  housing  units 
for  a  population  of  over  55,000.  It  is  estimated  that  8,400  new  housing 
units,  almost  75  percent  of  the  total  housing  stock,  are  required  to 
provide  a  minimum  standard  for  housing.  Discussion  of  the  number  of 
houses  needed  does  not  address  the  question  of  the  quality  of  housing 
or  deal  with  the  issue  of  whether  the  housing  is  suitable  to  the  needs  of 
the  people;  whether  it  fits  into  the  lifest3de  of  Indians;  or  whether 
people  can  even  afford  to  maintain  the  kind  of  housing  that  is  being 
provided  to  them. 

The  details  of  housing  conditions  have  been  reported  in  a  separate 
study,  "Indian  Housing  Effort  in  the  United  States."  A  significant 
number  of  Indian  people  do  not  benefit  at  all  from  current  federal 
housing  programs.  Even  for  those  who  are  eligible,  the  waiting  period 
for  adequate  housing  is  often  prohibitive.  Poor  housing  conditions 
have  had  a  severe  negative  impact  on  the  health  of  Indians.  Poor 
environmental  conditions  have  contributed  in  a  major  way  to  the 
high  incidence  of  many  preventable  diseases.  For  example: 

1.  Gastroenteritis  ranked  second  among  the  reportable  diseases 
for  Indians  in  1972.  Its  relationship  to  an  unsanitary  environment 
has  been  well  documented. 

2.  Among  Indians,  the  incidence  rates  for  amebic  dysentery  were 
2.6  times  and  for  bacillary  dysentery  42.1  times  greater  than  for  the 
United  States  population. 

3.  Among  Indians,  the  incidence  of  infectious  hepatitis  was  10.8 
times  greater  than  for  the  United  States  population. 

4.  The  Indian  infant  death  rate  was  only  slightly  higher  than  that 
of  the  United  States  population.  However,  for  infants  who  returned 
to  their  home  environment  after  hospital  birth,  especially  for  those 
one  month  to  eleven  months  of  age,  the  death  rate  was  over  two  times 
that  of  comparable  age  groups  of  the  general  population.  This  con- 
dition is  in  large  part  associated  with  lack  of  suitable  sanitary  facilities. 

5.  In  1973,  approximately  20  percent  of  the  Indian  patients  dis- 
charged from  Indian  Health  Service  and  contract  hospitals  received 
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treatment  for  infectious  diseases.  Most  of  these  diseases  are  associated 
with  lack  of  running  water,  unsanitary  conditions  and  overcrowded 
home  environment. 

6.  Lack  of  adequate  facilities  for  disposal  of  human  and  other 
household  wastes  contributes  to  the  spread  of  micro-organisms  re- 
sponsible for  many  diarrheas  and  dysenteries  and  contagion  associated 
with  insects  and  rodents  in  Indian  homes  and  communities. 

MAJOK  ISSUES 

1.  Lack  of  adequate  resources 

Environmental  services,  including  provision  of  water,  sewer  and 
waste  disposal  systems,  are  part  of  the  primary  responsibility  of  the 
Indian  Health  Service.  Insufficient  funding  of  Indian  Health  Service 
has  seriously  interfered  with  the  development  of  satisfactory  sanitation 
systems.  For  example,  almost  one-third  of  the  total  Indian  households 
are  without  adequate  water,  sewer  and  waste  disposal  systems.  In 
addition,  water  and  sanitation  facilities  must  be  provided  for  over 
50,000  new  units  needed  to  replace  existing  substandard  homes.  Under 
PL  86-121  program,  Indian  Health  Service  must  give  priori tj  to  new 
housing.  This  means  many  existing  homes  cannot  be  provided  with 
sanitation  facilities. 

2.  Lack  oj 'interagency  coordination 

Although  environmental  services,  including  water,  sewer  and  waste 
disposal  systems  are  the  responsibility  of  Indian  Health  Service,  other 
agencies  are  involved  in  the  interrelated  activities.  HUD  is  respon- 
sible for  providing  houses;  the  Bureau  of  Indian  Affairs  is  charged 
with  the  responsibility  of  providing  streets  and  sidewalks.  Thus,  in 
most  housing  construction  activities,  Indian  Health  Service,  Bureau 
of  Indian  Affairs  and  HUD  are  involved.  To  insure  proper  coordination 
and  implementation,  a  tri-agency  agreement  was  signed  between 
Indian  Health  Service,  Bureau  of  Indian  Affairs,  and  HUD.  This 
tri-agency  agreement  does  not  appear  to  be  working. 

A  major  problem  seems  to  be  lack  of  coordination  at  the  time  of 
planning  and  seeking  Congressional  appropriations.  Often,  HUD  may 
plan  for  a  different  number  of  units  than  Indian  Health  Service  may 
plan  for.  Since  the  cost  of  provision  of  water  and  sewer  is  strongly 
influenced  by  their  location,  Indian  Health  Service  has  no  way  of 
determining  exact  cost  until  the  housing  units  are  known. 

3.  Lack  oj  adequate  training  in  maintenance  oj  sanitation  jaciVdies 
After  sanitation  facilities  have  been  constructed,  they  are  handed 

over  to  the  tribe  for  maintenance.  Indian  Health  Service  is  charged 
with  the  responsibility  of  providing  adequate  training  to  the  tribes, 
so  they  can  maintain  the  facilities.  Although  there  is  some  training 
provided  by  Indian  Health  Service,  it  is  inadequate.  As  a  result,  the 
facilities  deteriorate  very  rapidly  with  nobody  within  the  community 
properly  trained  to  maintain  them. 

RECOMMENDATIONS 

1.  Consolidation  oj  responsibility  and  authority 

The  tri-agency  agreement  is  not  working,  and  its  chances  of  working 
are  rather  slim.  The  responsibility  for  water,  sewer,  solid  waste  dis- 
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posal,  streets,  housing  construction  and  housing  rehabilitation  should 
be  combined  under  a  single  authority.  This  authority  should  be  within 
the  now  cabinet  level  Indian  Affairs  Agency.  This  would  save  time, 
effort,  and  resources,  and  decrease  the  number  of  agencies  with  whom 
tribes  have  to  deal. 

2.  Maximum  resource  utilization 

There  are  several  federal  agencies  which  have  funds  for  environ- 
mental services.  While  Indian  Health  Service  services  are  "residual" 
in  theory,  in  actual  fact  they  are  the  primary  environmental  health 
services  to  Indians.  It  is  recommended  that  Indian  Health  Service 
be  recognized  as  the  primary  provider  of  these  services  and  be  funded 
adequately  for  both  existing  and  newly  built  houses. 

8.  Improved  'planning  and  design  oj  Indian  homes 

Conventional  standards  of  HUD  and  other  federal  agencies  are  not 
suitable  to  the  highly  diversified  conditions  in  the  various  areas 
where  Indians  live.  An  attempt  to  impose  such  standards  may  destroy 
the  very  spirit  of  the  community  it  is  supposed  to  be  building.  This 
could  have  a  significant  impact  on  traditional  cultural  and  family 
systems.  This  in  turn  could  have  a  negative  influence  on  mental  health. 
Obviously,  the  authority  to  decide  on  the  standards,  design,  and 
approach  to  human  settlement  should  rest  entirely  with  the  tribe. 
Federal  agencies  can  provide  advisory  services.  Tribes  should  not  be 
forced  to  follow  arbitrary  standards  which  are  contrary  to  their  basic 
patterns  of  living. 

4-  Training  in  maintenance  of  sanitation  facilities 

Training  in  the  maintenance  of  sanitation  facilities  is  seriously 
deficient.  On  the  other  hand,  Indian  Health  Service  cannot  devote 
enough  funds  to  this  area  because  of  financial  constraints.  At  the  same 
time,  this  results  in  frequent  breakdown  of  facilities,  resulting  in  a 
return  to  the  previous  unsanitary  conditions,  thus  imposing  an  addi- 
tional burden  on  Indian  Health  Service.  It  is  recommended  that 
training  and  technical  assistance  for  maintenance  of  sanitation 
facilities  be  expanded  to  insure  adequately  trained  personnel  in  each 
community. 

5.  Economic  development  and  environmental  services 

Construction  of  water,  sewer,  solid  waste  disposal  systems,  streets 
and  housing  generates  a  significant  amount  of  economic  activity.  It  is 
recommended  that  first  preference  be  given  to  tribal  construction 
resources,  even  at  the  expense  of  some  inefficiency,  so  that  Indian 
people  can  develop  and  improve  their  skills  and  participate  in  the 
economic  activity,  thereby  improving  their  standard  of  living. 

6.  Time  frame  for  improvement  of  sanitation  facilities 

At  the  present  time,  the  level  of  water,  sewer  and  sanitation  condi- 
tions is  far  below  the  accepted  normal  standard  of  health  and  safety. 
It  is  the  responsibility  of  the  Federal  government  to  bring  these 
facilities  to  parity.  Funding  for  this  program  must  be  provided  so  that 
facilities  in  Indian  communities  will  equal  those  in  non-Indian  com- 
munities within  5  years. 


Chapter  8 


Nutrition 

In  general,  Indians  subsist  on  diets  high  in  carborrydrates  and  fats 
and  low  in  proteins,  vitamins  and  minerals.  Evidence  of  protein- 
caloric  deficiency  in  American  Indians  is  well  documented.  Many 
Indian  children  are  born  physically  or  mentally  letarded.  Children 
and  adults  alike  are  often  either  obese  or  severely  underweight. 

Malnutrition  often  is  most  noticeable  during  pregnancy  and  often 
affects  the  imborn  infant.  Malnourished  children  may  not  mature  at 
normal  rates.  Some  studies  suggest  that  malnutrition  decreases  the 
number  of  brain  cells.  This  seems  to  be  associated  with  poor  progress 
in  school  which  may  never  be  completely  overcome.  Physical  develop- 
ment is  likewise  adversely  affected  at  every  subsequent  stage  because 
of  early  and  continuing  malnutrition.  Even  with  subsequent  rehabili- 
tation, the  early  growth  failures  can  probably  never  be  fully  repaired. 

American  Indians  are  also  afflicted  with  a  number  of  nutrition- 
related  diseases  which  could  often  be  ameliorated  if  their  victims  were 
given  proper  diets.  Dental  disease  is  common  in  all  age  groups. 
Obesity  is  prevalent. 

Nutritional  deprivation,  alone,  causes  much  unnecessary  suffering 
for  Indian  people.  But  this  factor  is  only  one  of  a  whole  cluster  of 
aggravating  adverse  conditions  under  which  many  Indians  live. 
Inadequate  or  non-existent  sanitary  facilities,  lack  of  conventional 
utilities,  geographic  isolation,  lack  of  transportation,  low  incomes, 
unemployment — these  are  some  of  the  forces  which  have  interacted 
over  a  long  period  of  time  to  create  a  situation  in  which  it  is  difficult  for 
Indians  to  practice  good  nutrition  habits. 

Many  Indians  aie  too  poor  to  buy  fresh,  nutritious  food.  Then 
homes  lack  facilities  for  the  storage  of  healthful  foods,  many  of  which 
are  perishable.  When  food  is  accessible,  it  is  often  of  poor  quality  and 
may  cost  more  than  in  non-Indian  communities.  Education  relating 
to  the  value  of  proper  diet  in  maintaining  good  health  has  not  been 
adequately  provided  to  Indian  people.  Consequently,  they  often  have 
developed  poor  nutritional  habits.  The  dependency  status  as  federal 
wards  sometimes  destroys  motivation  to  overcome  the  cumulative 
effects  of  all  of  these  many  forces. 

Finally,  societal  forces  have  also  interfered  with  access  to  or  utiliza- 
tion of  traditional  foods  with  which  Indians  have  had  centuries  of 
experience.  Although  one  can  only  speculate,  it  is  possible  that  the 
rapid  accommodation  to  a  foreign  diet  has  adversely  affected  the 
nutritional  status  of  Indians. 

In  the  complex  administrative  machinery  through  which  the 
government  dispenses  food  to  Indians,  the  intensely  personal  nature 
of  eating,  and  its  special  social  function  in  the  culture  have  been 
ignored  and  lost.  The  agency  has  replaced  the  family  as  food-provider. 
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The  job  of  nourishing  American  Indians  is  really  threefold:  (1) 
Getting  food  to  those  who  are  starving;  (2)  Supplementing  the  food 
food  budget  of  those  with  low  incomes;  and  (3)  Providing  specially- 
designed,  extra  rations  to  high-risk  groups  such  as  pregnant  women, 
infants,  preschoolers,  the  elderly,  the  chronically  ill,  and  the  physically 
handicapped. 

In  Indian  communities,  both  rural  and  urban,  the  population  is 
dispersed  over  a  broad  geographic  expanse,  often  isolated  and  unac- 
cessible  both  culturally  and  literally.  Reaching  them  calls  for  meticu- 
lous decentralization,  and  this  is  lacking  among  the  several  agencies 
charged  with  carrying  out  their  three-fold  task.  Those  responsible  do 
not  necessarily  coordinate  their  activities  in  food  supply,  and  they 
often  operate  food  programs  in  conjunction  with  numerous  other 
unrelated  programs.  Countjr  governments,  Indian-village  banks,  pri- 
vate organizations,  state  governments,  the  United  States  Department 
of  Agriculture — all  are  involved  in  the  complex  logistics  of  feeding 
American  Indians. 

The  programs  which  these  agencies  have  managed  at  one  time  or 
another  are:  School  lunch  program;  Head  Start  Program;  Nutrition 
for  Elderly  Program;  Supplementary  Food  Program  for  women, 
children,  and  infants;  Day  Care  program;  food  stamp  program;  and 
USD  A  family  commodity  program. 

Distribution  of  surplus  commodity  food  to  American  Indians  began 
in  1935  primarily  because  USD  A  had  surpluses  available  at  the  time. 
The  limited,  temporary  nature  of  the  offering  is  reminiscent  of  treaty 
provisions  for  food  made  over  a  century  ago.  Typical  is  Article  10 
from  an  1868  treaty  with  the  Sioux: 

Each  Indian  *  *  *  (with  certain  limitations)  shall  be  entitled  to  receive  from 
the  United  States,  for  the  period  of  four  years  *  *  *  one  pound  of  meat  and  one 
pound  of  flour  per  day  *  *  * 

Or  a  treaty  with  the  Ute  Tribe  dated  March  2  of  the  same  year: 

Art.  12.  That  an  additional  sum  sufficient,  in  the  discretion  of  Congress,  (but 
not  to  exceed  thirty  thousand  dollars  per  annum)  to  supply  the  wants  of  said 
Indians  for  food,  shall  be  annually  expended  under  the  direction  of  the  Secretary 
of  the  Interior,  in  supplying  said  Indians  with  beef,  mutton,  wheat,  flour,  beans 
and  potatoes,  until  such  time  as  said  Indians  shall  be  found  to  be  capable  of 
sustaining  themselves. 

Now,  as  then,  the  commodit}^  food  distributed  to  Indians  is  some- 
times their  primary  source  of  food,  despite  the  fact  that  there  was,  and 
is  not  now,  enough  of  it  to  go  around.  In  addition,  it  lacks  adequate 
nutritive  value.  By  any  standard,  USD  A  foods  are  a  poor  replacement 
for  the  traditional  Indian  diet  of  grains,  roots,  nuts,  berries,  game, 
fish,  and  breast  milk. 

USDA  has  a  list  of  twenty-two  commodities  representing  a  nutri- 
tious balance;  but  few  distributive  warehouses  serving  Indian  country 
ever  stocked  all  twenty-two  items,  and  the  bulk  of  those  stocked  were 
in  fact  surplus  farm  products  rather  than  nutritionally  balanced  selec- 
tions. Other  regular  items  were  refined  sugar,  coffee,  lard,  peanut 
butter,  and  sweet  syrups.  The  USDA  milk  supply,  as  one  particular, 
has  created  special  problems  for  Indians,  who  are  among  the  several 
non-European  races  who  have  a  low  lactose  tolerance.  The  inability  to 
absorb  milk  leads  to  diarrhea,  abdominal  bloating,  and  irritability. 

Under  the  commodity  program,  Indian  populations  normally  did 
not  receive  nourishing  foods  such  as  fresh  meat,  milk,  raw  vegetables 
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and  fruits,  but  foods  with  long  storage  life  and  high  carbohydrate  and 
fat  content,  such  as  rice,  beans,  potatoes  and  corn  meal.  Meat,  fruits, 
vegetables  and  milk  were  distributed  in  cans.  The  lack  of  transporta- 
tion often  interfered  with  obtaining  commodity  foods.  Programs 
designed  for  special  high-risk  groups  were  not  adequately  geared  to 
their  unique  needs.  Eligibility  of  the  elderly,  for  example,  for  participa- 
tion in  their  special  program,  began  at  age  60  in  disregard  for  the 
average  Indian's  shorter  life  span.  Moreover,  little  if  any  provision 
was  made  for  home  delivery,  where  most  aged  Indians  are.  Those 
elderly  people  who  could  get  to  nutrition  centers  designed  for  them 
confronted  a  staff  lacking  knowledge  about  their  special  nutritional 
needs  and  their  severe  dental  problems. 

Eligibility  requirements  were  equally  unrealistic  in  the  Women, 
Children  and  Infants'  Food  program.  Certification  is  required.  It  is 
also  insufficiently  funded,  provides  a  great  deal  of  non-nutritious  foods, 
and  lacks  the  means  for  dealing  with  emergency  feeding  situations 
involving  infants. 

Success  of  the  School  Lunch  Program  and  the  Head  Start  Program 
was  limited  from  the  beginning  by  the  fact  that  for  man}^  of  the 
children  receiving  it,  the  breakfast  or  noon  meal  represented  the  only 
one  eaten  all  day.  Again,  the  staff  was  neither  trained  in  nutritional 
matters,  nor  in  appropriate  methods  of  serving  small  children  and 
giving  them  the  kinds  of  foods  they  could  manage. 

FOOD  STAMP  PROGRAM 

The  Food  Stamp  program  was  designed  to  overcome  many  of  the 
shortcomings  of  surplus  feeding.  But,  as  will  be  seen,  the  food  stamp 
program  proved  to  be  equally  inadequate,  with  its  own  set  of  flaws. 
It  is  especially  unworkable  for  the  American  Indian,  because  it  re- 
quires advance  planning  and  saving,  both  of  which  are  not  typical 
Indian  traits.  Indians  also  have  difficulty  in  completing  the  long, 
complex  application  and  eligibility  forms.  Often  they  do  not  possess 
the  documents  necessary  to  eligibility.  For  those  who  cannot  adjust 
to  the  stamp  system  or  who  cannot  prove  eligibility,  there  is  no  al- 
ternative, since  USD  A  has  ruled  that  a  commodity  program  and  a 
stamp  program  cannot  operate  at  the  same  time  in  the  same  com- 
munity. For  those  who  do  ultimately  qualify,  there  is  the  ever-present 
transportation  problem.  The  same  Indian  who  cannot  get  to  the  com- 
modity warehouse  cannot  get  to  the  food  stamp  headquarters  and 
cannot  get  to  the  retail  outlet  where  food  is  sold. 

Because  food  prices  at  an  isolated  trading  post  are  higher  than  those 
at  retail  outlets  elsewhere,  a  given  ration  of  stamps  does  not  buy  as 
much  for  the  Indian  consumer  as  it  does  for  one  in  the  general  popu- 
lation. Food  stamp  allotments  are  based  on  the  estimated  cost  of 
an  "  economy"  diet,  defined  by  USD  A  as  one  for  limited,  short-term, 
emergency  use  only.  Such  a  diet  may  or  may  not  be  nutritious.  The 
stamp  program,  like  the  commodity  program,  fails  to  provide  ac- 
companying nutrition  education,  so  that  the  consumer  can  derive 
maximum  health  benefit  from  his  food  purchase. 

A  further  hardship  is  placed  on  Indians  who  live  on  trust  land.  This 
fact  often  renders  them  ineligible  for  the  food  stamp  program  even 
though  their  actual  incomes  are  at  poverty  level.  A  further  complica- 
tion in  the  application  process  comes  with  confrontation  with  local 
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governments  where  the  problems  discussed  earlier  again  come  to  the 
surface.  Under  the  law,  local  governments  are  charged  with  ad- 
ministering the  food  stamp  program;  even  though  they  receive  federal 
financial  assistance  for  this  purpose,  local  governments  often  must 
supplement  from  their  own  budgets,  operate  with  limited  staff,  and 
handle  an  overwhelming  load  of  recordkeeping.  The  resentment  and 
frustration  they  feel  often  is  vented  on  the  Indians  who  are  obliged 
to  deal  with  them. 

There  are  weaknesses  in  the  stamp  program,  and  there  are  still 
other  weaknesses  in  the  commodity  program.  Neither  of  them,  alone, 
is  adequate  to  the  task  of  nourishing  American  Indians.  Skilled  use  of 
the  best  of  both  has  never  been  attempted.  Instead,  in  mid-1973,  the 
commodity  program  was  terminated,  leaving  the  decade-old  stamp 
program  as  the  only  federal  food-supply  source  for  the  Indian  popula- 
tion. Use  of  stamps  was  to  be  1  'nationally  implemented,"  according  to 
the  USD  A,  within  a  year,  except  where  it  proves  "impossible  or 
impracticable."  This  is  the  exact  situation  in  many  Indian  areas,  where 
applicants  encounter  a  series  of  barriers  much  like  those  they  have 
alwa}Ts  faced  in  attempting  to  avail  themselves  of  federal  services. 

The  federally-controlled  environment  in  which  Indians  live  has 
never  at  any  time  been  conducive  to  the  practice  of  good  nutrition. 
Rather,  the  environment  discourages  such  practice  in  every  particular: 
Non-existent  or  bad  roads  isolate  much  of  the  population  from  food 
supplies  available  only  at  great  distances  away.  Monopolistic  trading 
post  suppliers  overcharge  the  Indian  customers  who  are  able  to  reach 
them,  and  sell  food  of  questionable  quality  and  poor  nutritional  value. 
In  many  Indian  homes,  there  is  overcrowding,  no  running  water, 
inadequate  or  inappropriate  cooking  facilities,  no  electricty,  no  bath- 
room, no  refrigerator — and  no  breadwinner. 

RECOMMENDATIONS 

1.  The  Task  Force  recommends  that  the  American  Indian  be 
allowed  to  share  with  the  general  population  the  privileges  of  feeding 
his  own  family  rather  than  having  a  federal  agency  do  it  for  him. 

2.  The  Task  Force  recommends  that  American  Indians  themselves 
conceive  and  administer  their  own  plan  to  feed  and  nourish  their 
people. 

3.  The  Task  Force  recommends  as  a  minimum  a  drastic  upgrading 
in  offered  programs.  It  strongly  recommends  the  creation  of  a  new, 
innovative  system  which  eliminates  the  weaknesses  and  combines 
the  best  features  of  all  previous  and  existing  programs. 
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Chapter  9 


Mental  Health 

It  is  no  exaggeration  to  suggest  that  all  the  topics  covered  in  this 
report  have  a  causal  relationship  to  the  mental  health  of  American 
Indians.  Indians  have  lost  their  lands  andithcir  economic  base,  and 
their  culture  has  been  seriously  undermined.  The}r  have  been  taught 
that  they  are  inferior  and  that  their  most  precious  values  were  false. 
Epidemics  and  other  upheavals  have  disrupted  family  and  communit}r 
systems.  Aggravating  these  conditions  are  almost  two  centuries  of 
autocratic,  uncoordinated  federal  control,  substandard  living  condi- 
tions, insufficient  diets,  poor  physical  health,  meager  employment 
opportunities,  and  inappropriate  education. 

But  perhaps  the  principal  reason  for  the  emotional  distress  of  many 
Indians  is  the  gap  between  their  culture  and  the  dominant  white  cul- 
ture, and  the  strain  of  fruitless  past  efforts  to  close  that  gap.  This  helps 
to  explain  the  accumulated  resentment  and  frustration  which  Indians 
feel.  Indians  and  non-Indians  alike  are  beginning  to  see  the  futilit}^  of 
assimilation  attempts.  In  the  words  of  Carl  Gorman,  a  Navajo,  "the 
Anglo  culture  is  very  different  from  the  Navajo,  and  the  Anglo  ap- 
proach will  not  alwa3rs  work.  We  have  to  acknowledge  to  ourselves 
that  our  philosophy  is  different  than  that  of  the  white  man." 

Manifestations  of  emotional  disturbance  among  Indians  were  first 
reported  in  1928  by  the  Meriam  investigators  who  described  "exces- 
sive use  of  alcohol,  high  accident  rates,  child  abandonment,  and  poor 
social  and  school  adjustments."  In  1955,  a  Public  Health  Service 
report  revealed  that  no  facilities  for  psjxhiatric  care  were  available 
to  Indians  beyond  institutionalization  in  asylums,  newly  named 
"mental  hospitals."  The  few  medical  social  workers  serving  Indians 
were  not  sufficient  enough  in  number  to  meet  "minimum  require- 
ments," according  to  the  report.  The  function  of  these  workers,  more- 
over, was  limited  to  dealing  with  tuberculosis  patients,  mothers  and 
children  with  problems  of  physical  health,  and  the  aged,  handicapped 
or  abandoned. 

The  Public  Health  Service  investigation  focused  on  general  health; 
mental  health  was  given  only  cursory  attention.  No  psychiatrists 
were  included  in  the  study's  clinical  teams  which  examined  sample 
reservation  populations.  Some  NIMH  staff  subsequently  visited  the 
area,  but  "because  of  the  shortage  of  time,  it  was  not  possible  to  col- 
lect and  develop  quantitative  data,"  the  report  stated.  Two  pages  in 
a  report  total  of  327  were  devoted  to  preliminary  findings:  excessive 
alcohol  consumption,  high  accident  and  violent-act  rates,  child  aban- 
donment, and  desertion.  "There  appears  to  be  especially  intense 
frustration,"  the  psychiatrists  said.  They  recommended  an  epidemio- 
logical study  of  Indian  mental  health  problems  and,  at  least  in  theory, 
showed  themselves  to  be  culture-sensitive  to  the  unique  Indian 
setting." 
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They  suggested  that  Indians'  traditional  concepts  toward  mental 
illness  be  taken  into  account  in  treating  them;  that  local  culture- 
conflict  circumstances  creating  tension  be  relieved ;  that  staff  working 
with  Indians  be  oriented  to  Indian  values  and  standards;  that  staff 
avoid  imposing  foreign  standards  upon  the  Indians;  that  personnel 
working  in  non-health  federal  agencies  serving  Indians  be  similarly 
oriented  and  cautious;  that  institutional  commitment  be  eliminated, 
and  that  when  it  became  necessary,  "humanitarian  and  legal  consid- 
erations' '  be  made.  These  recommendations,  made  in  the  mid-fifties, 
are  still  valid  toda}^  but,  as  will  be  seen,  they  are  far  from  being 
implemented. 

By  the  1960's,  the  stigma  attached  to  emotional  illness  had  become 
much  less,  and  pl^sicians  were  becoming  more  enlightened  regarding 
mental  illness.  The  specialty  of  psychiatry  was  becoming  increasingl}7" 
popular.  Terms  had  been  denned;  methods  of  treatment  were  devised; 
drugs  for  the  specific  "cure"  of  certain  kinds  of  mentally  disturbed 
patients  were  being  manufactured  in  great  quantity.  But,  as  with 
general  medical  care,  therapy  for  American  Indians  was  lagging 
behind.  However,  ps3'chiatric  morbidity  among  the  Indian  population 
was  being  documented  for  the  first  time.  The  statistics  were  startling: 
The  alcoholism  death  rate  of  Indians  ranges  from  4.3  to  5.5 
times  higher  than  the  United  States  all-race  rate. 

Two-thirds  of  these  alcohol-related  deaths  are  the  result  of 
cirrhosis  of  the  liver;  30%  result  from  alcoholism  itself;  the 
remainder  are  due  to  alcoholic  psychoses. 

The  arrest  rate  for  alcohol-related  offenses  is  twelve  times 
that  of  non-Indians. 

Alcoholics  frequently  die  in  jails  as  the  result  of  delirium 
tremens,  internal  bleeding,  head  injuries,  pneumonia  or  suicide. 

The  American  Indian  population  has  a  suicide  rate  about 
twice  the  national  average.  These  rates  are  highest  in  the  young- 
to-middle  years,  while  rates  for  all  races  are  highest  in  older 
adults. 

The  Indian  homicide  rate  is  almost  three  times  the  national 
average. 

The  high  accident  rate  is  closely  correlated  to  use  of  alcohol. 
Broken  families,  divorce,  juvenile  delinquency,  illegitimacy, 
child  neglect  and  abuse  have  become  common  in  a  population 
where  they  had  rarely  existed  before. 
Alarmed  by  these  figures,  Indian  Health  Service  met  in  1964  with 
Indian  leaders,  mental  health  professionals  and  federal  officials  to 
discuss  solutions  to  the  growing  mental  health  problems  of  Indian 
people.  All  agreed  that  Indian  Health  Service  should  begin  to  provide 
mental  health  services,  but  there  were  differences  over  the  definition 
of  mental  health;  over  whether  and  to  what  extent  Indians  should 
be  involved;  and  whether  service  should  begin,  urgent  as  needs  might 
be,  without  first  collecting  basic  epidemiologic  information. 

When  Indian  Health  Service  received  a  $100,000  Congressional 
appropriation  in  the  following  year,  it  was  decided  to  begin  a  pilot 
program  devoted  to  planning  and  data-gathering  at  the  Pine  Ridge 
Reservation.  Over  the  next  ten  years,  mental  health  facilities  of  limited 
scope  were  established  for  the  eight  regional  areas  in  which  Indian 
Health  Service  was  already  providing  general  health  care.  With  a  few 
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exceptions,  no  mental  health  programs  (or  general  health  care),  even 
today,  are  reaching  the  balance  of  the  Indian  population,  about  50%, 
which  lives  off  reservations  in  either  urban  areas  or  in  tribal  settings 
never  federal  1  v-recognized. 

Indian  Health  Service  mental  health  programs  are  distinctly 
separate,  administratively,  financially  and  geographically,  from  the 
Indian  Health  Service  facilities  for  general  health  care,  with  resulting 
advantages  and  disadvantages.  Heading  up  each  area  mental  health 
program  is  a  chief  who  reports  to  an  area  director.  Two  of  these  chiefs 
are  psychiatrists;  three  are  social  workers;  three  are  public  health 
nurses.  National  headquarters  for  this  modest  mental  health  program 
is  in  Albuquerque,  New  Mexico.  It  provides  clinical,  research,  training 
consultative  and  administrative  resources  to  all  twelve  area  programs. 

At  this  early  stage,  each  of  the  areas  is  able  to  provide  only  a  fraction 
of  needed  services  because  of  severe  understanding  and,  as  mentioned 
earlier,  they  are  reaching  in  most  cases  only  those  Indians  who  live 
on  recognized  reservations.  A  comprehensive  needs-assessment  has 
never  been  made,  with  the  result  that  services  are  being  delivered  on 
a  random  basis,  with  limited  resources  and  funds. 

Hospital  care  for  those  who  require  it  is  adequate  in  only  two  areas, 
where  there  are  separate  wings  for  psychiatrically  disturbed  patients. 
In  other  places,  these  patients  are  placed  in  any  available  bed,  generally 
with  unsatisfactory  results.  This  method  adds  to  the  hospital  staff's 
workload,  complicating  nursing  routines,  and  confronts  the  staff  with 
a  situation  it  is  not  trained  to  handle.  Tension  arises  between  Indian 
Health  Service  general  staff  and  mental  health  staff.  The  situation  is 
tolerable  for  short  term  crises  such  as  detoxification  or  depression,  but 
is  totally  unsuitable  for  violent,  manic,  or  chronic  cases.  The  alter- 
native currently  being  used  is  contracting  for  private,  state  or  local 
hospitalization.  These  facilities,  however,  are  normally  used  only  by 
non-Indians,  and  discriminatory  attitudes  on  the  part  of  staff  are  both 
explicit  and  implicit.  In  addition,  this  alternative  necessitates  separa- 
tion from  family  and  supportive  counseling  from  mental  health  staff; 
there  are  often  great  distances  and  expenses  involved,  and  follow  up 
care  is  difficult  once  the  patient  returns  home. 

Direct  psychiatric  therapy  for  patients  in  acute  crisis  or  with 
chronic  emotional  problems  is  provided  on  a  severely  limited  basis. 
Psychiatrists  are  in  short  supply  and  their  skills  are  needed  in  broad 
programs  of  prevention,  support,  and  education  in  the  community  as 
a  whole.  Social  workers  and  psychiatric  nurses  are  also  scarce.  Few 
area  programs  have  sufficient  skill  or  staff  to  train  interested  Indians 
to  take  on  some  of  the  community  work. 

The  paraprofessional  mental  health  worker,  whose  parallel  in  general 
health  care  is  the  community  health  medic  or  aide,  carries  a  large 
portion  of  the  workload  of  a  mental  health  clinic.  Without  him,  the 
program  could  not  work  at  all.  He  is  trained  briefly  at  Desert  Willow 
Training  Center  in  Arizona.  He  then  returns  to  his  community  to 
counsel,  handle  crises,  provide  transportation,  do  administrative  and 
liaison  work,  and  any  other  problems  which  confront  him.  The  needs 
are  such  that  all  areas  could  make  good  use  of  many  more  such  workers. 
There  is  a  need  for  training  programs  locally  situated  with  locally 
applicable  curricula. 

Indians  themselves  have  managed  alcoholism  treatment  programs 
from  the  beginning,  because  they  were  funded  as  demonstration 
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projects  by  sources  other  than  Indian  Health  Service.  When  it  is 
requested,  Indian  Health  Service  mental  health  personnel  support 
these  programs  with  counseling,  and  they  provide  acute  detoxification 
resources  when  possible.  If  funding  is  terminated,  however,  and  if  it 
should  become  necessary  for  Indian  Health  Service  to  take  over  these 
vital  programs,  its  money  and  manpower  would  have  to  be  diverted 
from  the  other  mental  health  services  it  now  offers. 

In  the  Portland  area,  a  model  suicide  prevention  program  has  been 
established  for  high-risk  Indians  who  receive  supportive,  coordinated 
care  from  Indian  Health  Service  mental  health  staff,  Indian  volunteer 
counselor  attendants,  community  health  representatives,  social 
workers,  and  VISTA  volunteers.  But  there  is  a  need  for  knowledge 
about  the  specific  patterns  in  Indian  culture  which  result  in  suicide 
behavior,  since  these  vary  greatly  from  tribe  to  tribe,  and  there  is  a 
need  for  education  of  non-Indian  other-agency  emp^ees  to  an 
awareness  of  suicide  vulnerability  and  warning  signals. 

Improvements  in  the  total  environment  are  crucial  if  the  mental 
health  of  the  Indian  population  is  ever  to  get  better.  Culturally- 
inappropirate  education,  unemplo}Tment,  and  overdependency  on  the 
federal  government  to  suppl}7  life's  necessities  have  created  among  the 
Indian  people  a  passive,  hopeless  attitude.  Deprived  of  control  ove-i 
their  own  destinies,  Indians  develop  feelings  of  helplessness  and 
unworthiness ;  many  become  depressed.  According  to  Dr.  H.  C. 
Townsley,  Chief  of  IHS  Mental  Health  Programs,  the  alcoholism, 
violent  behavior  and  fatal  accidents  occurring  so  often  in  Indian  com- 
munities are  outlets  for  this  depression. 

Psychiatrists  who  work  with  emotionalh^-disturbed  Indians  are 
more  and  more  coming  to  believe  that  the  traditional  methods  prac- 
ticed by  Indian  medicine  men  can  be  especially  helpful  in  coping  with 
these  problems.  Medicine  men  are  regarded  by  many  as  the  natural 
healers  in  Indian  communities,  and  they  also  can  provide  manpower  for 
understaffed  IHS  personnel. 

"Medicine  men  excel  in  the  prevention  and  treatment  of  mental 
and  psychosomatic  illness,"  says  Dr.  Townsley.  "The  mental  health 
staff  of  IHS  have  learned  to  join  forces  with  them  whenever  possible. 
Consultation  with  traditional  healers  help  IHS  doctors  better  under- 
stand the  needs  of  their  patients."  Townsley  refers  patients  to  medi- 
cine men  who  are  traditionally-oriented  and  who  are  suffering  from 
depression.  He  feels  that  they  can  be  better  treated  in  a  medicine-man 
ceremony  than  by  western-style,  symptomatic-based  therapy. 

Dr.  Robert  Bergman,  a  non-Indian  psychiatrist  who  formerly 
headed  IHS'  mental  health  program,  said  after  working  with  medicine 
men  for  several  years  that  he  came  "to  realize  that  we  have  more  in 
common  than  we  first  thought." 

A  training  program  for  medicine  men  was  established  in  the  Navajo 
Nation  in  the  late  sixties  with  funding  from  NIMH.  Indian  medicine 
men  draw  salaries  for  their  teaching,  and  students  earn  a  small  hourly 
allowance  for  their  study  time.  Today,  medicine  men  are  a  vital  link 
in  IHS'  mental  health  programs  helping  Indian  patients  cope  with 
emotional  disturbances.  It  is  hoped  that  an  experimental  medicine 
man  program  can  be  developed  to  determine  whether  healing  cere- 
monies could  have  an  impact  on  Indian  alcoholism,  a  major 
problem  on  most  reservations. 
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There  is  still  some  resistance  among  both  Indians  and  non-Indians 
to  the  use  of  Indian  medicine  men.  And  there  is  even  resistance  to  an 
integrated  use  of  both  traditional  and  Anglo  methods,  as  is  done  in 
the  Navajo  program.  But  there  is  little  doubt  that  traditional  Indian 
therapy  can  be  an  effective  mental  health  tool  in  Indian  communities. 
The  medicine  man,  in  providing  a  structure  for  the  development, 
support  and  affirmation  of  cultural  identity,  can  hopefully  revive 
Indian  pride  in  their  tradition  and  heritage. 

"Traditional  healers  have  been  treating  people  for  thousands  of 
3Tears,"  writes  psychiatrist  Claudewell  Thomas  |in  an  NIMH  publica- 
tion, "and  they  come  from  a  tradition  considerably  older  than  medical 
practice.  Whether  they  become  a  natural  resource  for  mental  health 
workers  depends  on  whether  we  pay  attention  to  their  existence. " 

Or  as  Jerome  Frank  phrases  it  in  the  same  publication:  "Cultural 
differences  lead  people  to  look  at  the  world  in  differing  ways.  Cultural 
differences  lead  people  to  define  health  and  illness  differently,  and 
consequently  to  require  different  methods  of  treatment  to  cure  their 
illnesses." 

American  Indians  themselves  want  to  heal  their  people,  using  their 
own  religious  and  cultural  resources.  But  they  need  access  to  federal 
resources,  appropriate  to  them  and  chosen  by  them,  until  this  is 
accomplished. 

RECOMMENDATIONS 

1.  Services  aimed  specifically  at  families  and  children  are  generally 
provided  in  a  piecemeal  fashion,  when  what  are  needed  are  therapeutic 
and  residential  treatment  centers,  together  with  family  therapy 
workshops  staffed  by  specially  trained  professionals.  Family  and  clan 
are  strong  traditional  elements  in  Indian  culture,  and  half  the  Indian 
population  is  under  twenty,  with  most  of  that  half  under  the  age  of 
fourteen. 

2.  A  model  dormitory  project  in  one  area  has  been  a  successful  alter- 
native to  the  traditional  B»ureau  of  Indian  Affairs  boarding  school 
system,  which  is  generally  insensitive  to  emotionally  disturbed 
children  and  is  not  sufficiently  staffed  to  cope  with  them.  In  the 
Bureau  of  Indian  Affairs  boarding  school  in  Window  Rock,  Arizona, 
when  the  mental  health  facility  provided  additional  staff  trained  to 
work  with  children,  the  results  were  impressive.  Successful  use  of 
Bureau  of  Indian  Affairs  schools  for  severe  cases,  as  an  alternative 
to  distant  reform  schools,  has  also  been  used  in  areas  when  it  is  feasible. 
There  is  need  for  a  special  treatment  program  aimed  at  troubled 
Indian  youth  and  their  families. 

3.  There  are  many  in  the  Indian  population  who  are  retarded,  handi- 
capped, partialh'  or  totally  deaf  or  blind,  with  special  problems  of 
adaptation  and  survival.  In  addition  to  surgical  restoration  when 
appropriate,  these  sensory-deprived  Indians,  and  their  families,  need 
special  counseling  and  support  in  coping  with  their  unique  problems. 
Specially-trained  staff  is  needed  to  carry  out  such  programs. 

4.  Mental  health  staff  sees  as  one  of  its  important  functions  consulta- 
tion with  personnel  in  other  federal  agencies  providing  services  other 
than  health  to  Indians.  Mental  health  staff  indicates  a  readiness  for 
consultation  and  training,  but  constant  personnel  turnover  in  these 
other  agencies  is  a  continual  obstacle,  and  the  little  guidance  which 
mental  health  staff  can  provide  is  usually  limited  to  a  single  contact 


73 


involving  a  single  case.  We  recommend  a  program  of  interagency 
consultation,  coordination,  and  training. 

5.  Integration  of  traditional  Indian  medicine  with  non-Indian  psy- 
chotherapeutic methods  is  being  tried  in  a  special  Navajo  project 
funded  by  NIMH.  In  other  areas,  however,  this  approach  has  met  with 
limited  success  because  of  resistance  on  the  part  of  both  Indians  and 
non-Indians,  and  because  not  all  tribes  have  a  reserve  of  medicine 
men.  But  there  is  little  doubt  that  traditional  Indian  therapy  is  an 
effective  mental  health  tool  in  the  Indian  culture.  We  recommend 
that  medicine  men  be  added  to  the  staff  of  each  Area  Mental  Health 
Program. 


Chapter  10 


Traditional  Indian  Medicine 

Often  discussed,  "traditional"  Indian  medicine  is  perhaps  the  least 
understood  aspect  of  all  the  phenomena  relating  to  Indian  health. 
Volumes  have  been  written  about  Indian  healers  and  "medicine  men," 
in  every  case,  or  at  least  nearly  every  case,  by  non-Indians  with  vary- 
ing degrees  of  insight  and  understanding.  Attitudes  of  non-Indians 
have  varied  from  contempt  and  rejection  to  vague,  poorly  defined, 
imperfect  comprehension  of  the  forces  and  concepts  involved  in  tradi- 
tional Indian  care  and  healing. 

Man}^  non-Indians  coming  into  contact  for  the  first  time  with  Indian 
healers  were  impressed  with  the  skill  and  success  of  Indian  practi- 
tioners. Others  were  less  impressed,  especially  with  failure  of  the 
medicine  man;  and  some  even  thought  that  medicine  men  were  overtly 
fraudulent.  Present  experience  suggests  that  traditional  Indian  medi- 
cine is  at  its  lowest  ebb  and  enjoys  practically  no  esteem  by  non- 
Indians,  certainty  among  academic  medical  leaders.  This  decline  in 
the  reputation  of  traditional  medicine  arises  not  only  from  the  de- 
terioration of  traditional  Indian  life  but  from  a  concomitant  movement 
acting  strongly  in  the  opposite  direction:  scientism. 

The  basing  of  American  medicine  on  scientific  and  experimental 
observation  has  provided  enormous  success  and  advancement  in  a 
variet}^  of  fields.  This  movement  has  been  emphasized  at  the  expense 
of  other  approaches  to  truth,  which  have  suffered  as  a  result  of  the 
emphasis  on  scientism.  As  part  of  the  general  confusion  regarding 
traditional  Indian  medicine,  even  the  terms  used  to  describe  tradi- 
tional Indian  medicine  are  not  entirely  satisfactory. 

The  term  "traditional"  ordinarily  refers  to  practices  and  beliefs 
antedating  and  little  influenced  by  "non-Indian"  medical  beliefs  and 
practices.  The  usual  image  produced  in  people's  minds  of  the  "medi- 
cine man"  is  a  kind  of  religious,  spiritual,  counselor-healer  who  de- 
pends upon  superstitions,  incantations,  and  pra}^ers  for  supernatural 
success.  The  term  "shaman,"  referring  to  a  priest  who  uses  prayer  and 
divine  intervention  for  curing  illness,  tends  to  have  a  rather  dis- 
reputable connotation.  The  public  has  not  generally  recognized  that 
the  success  of  "scientific"  medicine  does  not  negate  the  inherent  value 
and  success  of  traditional  medicine. 

Like  so  many  aspects  of  Indian  life,  "traditional  Indian  medicine" 
suffers  from  unwarranted  generalizations.  It  is  not  commonly  ap- 
preciated that  in  pre-white  times,  Indians  possessed  considerable 
knowledge  of  hygiene  and  practiced  many  daily  beneficial  health 
habits.  Use  of  certain  resins  from  evergreen  trees  for  dental  hygiene, 
and  the  mastication  and  partial  digestion  of  certain  foods  which  are 
then  fed  to  babies  are  examples  of  simple  health  measures  practiced 
by  Indian  people. 
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Certain  questions  arise  relative  to  traditional  Indian  medicine  and 
its  place  in  present  Indian  health.  What  is  traditional  medicine?  Does 
it  have  a  role  in  Indian  health?  Is  it  a  positive  or  negative  force  for 
improved  health  in  Indian  communities?  What  is  the  extent  of  present 
traditional  Indian  medicine  being  practiced?  Should  it  be  encouraged 
or  discouraged ;  or  allowed  to  disappear  by  attrition  along  with  so  many 
other  cultural  attributes  of  Indians?  Are  there  ways  that  traditional 
medicine  and  modern  medicine  can  complement  each  other? 

The  nearly  universal  characteristic  of  a  medicine  man  is  one  who 
either  possesses  a  special  1  'power"  or  one  who  controls  a  special 
"power"  derived  from  some  other  source.  More  recent  studies  such  as 
that  b}^  Basso  for  the  Western  Apache  are  increasing  our  understand- 
ing of  the  resources  and  important  distinctions  between  medicine  men. 
Basso  describes  the  great  variety  of  "powers"  that  exist  for  the  Apache 
and  supports  the  view  that  the  "power"  that  medicine  men  possess 
can  be  used  secretly  and  to  do  harm. 

There  is  also  an  heirarchy  of  power,  from  mild  to  strong,  in  com- 
parative terms  approaching  that  which  is  holy  or  sacred;  hence,  the 
very  close  association  with  religion. 

Basso  also  points  out  that  the  Apache  are  very  clear  about  what 
"power"  can  do,  but  cannot  define  it  precisely  and  even  feel  that  it 
may  defy  definition. 

There  seems  to  be  a  general  idea  that  the  medicine  man  is  practicing 
a  form  of  psychiatry.  This  is  often  discussed  in  a  somewhat  grudging 
tone  as  if  it  were  perhaps  permissible  to  allow  Indian  patients  suf- 
fering from  emotional  stress  or  conversion  disorders  to  visit  a  medi- 
cine man  so  long  as  he  did  not  interfere  with  modern  techniques. 
Perhaps  this  arises  in  part  from  the  stated  Navajo  version  of  disease 
being  a  result  of  disharmony  between  a  person  and  some  part  of  the 
universe.  Even  so,  the  general  tendency  to  confine  Indian  healing  to 
the  area  of  mental  health  is  much  too  narrow  and  confining  and  al- 
together misses  the  point  that  Indian  medicine  makes  no  distinction 
between  physical  and  mental  illness.  This  latter  view  has  the  advan- 
tage of  being  a  synthetic  and  holistic  approach.  Perhaps  a  great  deal  of 
Indian  medicine  derives  its  appeal  from  this  more  comprehensive  con- 
cept of  disturbed  function.  The  value  of  litany  and  ritual  symbolism 
in  medicine  needs  no  further  elaboration  in  this  discussion.  It  is  worth 
pointing  out,  however,  that  although  this  topic  is  discussed  a  good 
deal,  it  is  certainly  suppressed  in  scientific  methodology.  Indeed, 
when  discussing  those  vestiges  of  ritual  present  in  scientific  medicine, 
professors  ordinarily  do  so  in  terms  of  derision.  It  is  little  wonder 
that  the  greatest  complaint  against  physicians  is  that  of  coldness  and 
impersonal  manner — just  the  opposite  of  the  prolonged  and  elaborate 
healing  rituals  conducted  by  medicine  men.  The  very  duration  of  the 
traditional  practice  makes  it  "impractical"  in  the  hustle  and  bustle  of 
everyday  American  life. 

In  the  late  eighteenth  and  early  nineteenth  centuries,  the  impact  of 
Indian  medicine  was  very  great,  not  only  upon  American  medicine, 
but  also  in  Europe  where  many  books  were  written  about  Indian 
medicine  and  practices.  It  is  likely  that,  had  not  science  and  technology 
supervened,  a  great  school  of  American  Indian  medicine  wrould  have 
been  developed.  The  story  of  Catholic  priests  learning  of  the  use  of 
cinchona  bark  to  treat  malaria  from  Peruvian  Indians  is  the  best  known 
example  of  the  effective  use  of  Indian  herbal  medicines.  This  dramatic 
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use  of  an  Indian  remedy  was  a  great  stimulus  in  the  attraction  of 
physicians  to  Indian  remedies.  Clearly,  Indian  healing  was  superior 
to  the  purges,  sweating  and  excessive  bleeding  commonly  used  by  non- 
Indian  healers  at  the  time  of  the  discovery  of  America. 

It  was  common  for  specialization  to  occur  also,  either  as  a  result  of 
training  or  of  a  vision  quest.  For  example,  the  great-great-grandfather 
of  one  of  the  task  force  members  was  especially  skilled  in  the  treatment 
of  spider  and  insect  bites.  Thus,  there  are  several  different  kinds  of 
medicine  men. 

One  of  the  striking  features  of  Indian  healing  is  the  similarity  of 
many  of  the  circumstances  associated  with  healing  throughout  tribes. 
Some  of  these  similarities  include  a  requirement  for  gravity  and  serious- 
ness on  the  part  of  the  healer.  In  nearly  all  instances,  this  arises  not 
only  from  years  of  study  but  from  danger  and  retribution  directed 
toward  the  healer,  if  he  puts  his  skills  to  work  for  the  disadvantage  of  a 
person.  Thus,  the  great  Man  Mamanti  died  suddenly  a  short  time 
after  using  his  power  to  put  Kicking  Bird  to  death,  in  this  instance 
with  knowledge  of  his  own  doom,  since  the  worst  abuse  of  special 
healing  power  was  to  put  someone  to  death. 

Cupping  and  suction  also  seem  to  be  nearly  universal  methods  of 
healing,  and  not  confined  only  to  the  Americas.  This  universality  is  a 
curious  phenomenon.  It  is  still  a  common  practice  among  the  Kiowa. 
In  this  practice  the  healer  (either  a  man  or  woman)  listens  to  a  history 
and  makes  a  brief  examination  over  the  affected  part. 

Among  this  tribe,  the  healer  often  examines  the  patient  through  a 
black  silk  kerchief  which  permits  the  healer  to  visualize  the  abnormal- 
ity. A  series  of  superficial  lacerations  are  then  made  in  the  skin  over 
the  affected  part,  and  suction  applied  through  a  hollowed-out  buffalo 
horn.  Suction  for  some  minutes  is  maintained  by  inserting  resin  or 
clay  (chewing  gum  is  now  the  preferred  material)  into  the  hole  in  the 
horn.  This  may  be  repeated  a  few  times  in  the  same  area  in  which 
several  milliliters  of  blood  are  removed.  In  earlier  days,  it  was  not 
uncommon  for  small  "stones"  to  be  removed  by  suction.  Relief  is 
usually  immediate.  There  are  many  testimonials  to  the  effectiveness  of 
cupping  and  suction  in  the  treatment  of  cases  of  pneumonia  given  up 
as  hopeless  by  physicians.  Some  form  of  recompense  or  payment  to 
the  healer  is  also  a  universal  requirement,  except  in  the  case  of  a  near 
relative. 

In  areas  where  peyote  is  used  as  part  of  the  Native  American 
Church,  it  is  commonly  used  as  a  medication  also.  In  Oklahoma,  it  is 
often  used  as  a  remedy  for  influenza-like  illnesses.  This  use  is  entirely 
separate  from  any  religious  or  hallucinogenic  properties  of  the  plant. 

Ackerknecht  has  provided  by  far  the  greatest  insights  into  tradi- 
tional aboriginal  ("primitive")  medicine  and  its  place  in  society.  This 
author  is  clearly  distinguished  from  the  phenomenal  scholarship 
exhibited,  coupled  with  unusual  perceptions  relating  to  health  and 
practitioners.  From  his  works,  it  is  possible  to  formulate  certain 
axioms  relating  to  "traditional"  medicine.  These  may  be  summarized 
as  follows : 

1.  "Primitive"  medicine  was/is  successful.  Although  no  current 
comparisons  are  available,  there  is  abundant  evidence  that  "primitive" 
systems  were  at  least  as  successful  as  "modern"  techniques.  In  some 
areas,  such  as  treatment  of  snakebite  and  management  of  deliveries, 
"primitive"  medicine  was  decidedly  superior  to  "modern"  medicine. 
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It  appears  that  the  tremendous  technological  advances  of  the  past 
have  produced  such  outstanding  successes  that  a  new  vista  of  care 
has  opened  for  which  there  is  no  "primitive"  counterpart  (for  example, 
repair  of  heart  defects).  It  is  not  reasonable  to  expect  that  "primitive" 
medicine  can  deal  satisfactorily  with  new  situations  of  this  sort  just  as 
Indian  medicine  men  could  not  satisfactorily  deal  with  all  the  new  and 
strange  diseases  introduced  by  the  white  man.  What  is  most  significant 
is  that  the  activities  of  "traditional"  Indian  medicine  be  adapted  to 
the  changing  character  of  illnesses.  It  is  short  sighted  to  expect  that 
Indian  medicine  men  would  not  have  a  crucial  role  to  play  in  patients 
undergoing  open  heart  surgery,  for  example.  There  is  reason  to  believe 
that  medicine  men  would  be  quite  successful  in  counter-balancing  the 
stressful  aspects  of  dramatic  and  fearful  surgery.  Such  a  program 
would  involve  considerable  interchange  between  the  surgeon  and  the 
medicine  man. 

5.  Primitive  medicine  is  much  more  a  function  of  society  than  it  is 
of  biology.  That  is,  what  is  defined  as  disease  is  determined  by  the 
society  and  not  by  the  fact  that  a  biological  dysfunction  is  present. 
Actually,  there  is  probably  more  of  societal  determinism  occuring  in 
modern  medicine  than  is  generally  appreciated.  However,  Ackerknecht 
discusses  this  topic  in  terms  of  the  very  real  contribution  of  Indian 
medicine  to  the  preservation  of  the  integrity  of  Indian  society.  The 
idea  that  diseases  were  generated  by  violation  of  rules  of  society  served 
as  a  strong  force  in  keeping  persons  within  the  limits  of  the  rules 
prescribed  by  society. 

In  brief,  Ackerknecht  makes  the  point  that  primitive  medicine  rep- 
resents an  approach  to  life  derived  from  cultural  characteristics  of 
given  groups,  and  serving  a  much  broader  purpose  than  does  modern 
medicine.  Primitive  medicine  men  and  modern  physicians  are  not  dif- 
ferent stages  of  development  along  the  same  track,  but  are  actually 
alien  to  each  other.  We  may  infer  further  that  based  on  these  obser- 
vations, it  simply  makes  no  sense  to  compare  "traditional"  and 
"modern"  medicine.  One  will  be  fundamentally  different  from  the 
other.  It  is  characteristic  of  modern  America  that  this  difference  will 
be  interpreted  as  inferiority,  a  judgment  which  undoubtedly  springs 
from  some  emotional  or  personality  need  of  the  dominant  society. 

6.  In  a  great  many  primitive  cultures,  there  is  often  an  aspect  of 
magic  even  in  the  application  of  an  herb.  The  "spirit"  of  the  herb 
fights  against  the  "spirit"  causing  the  disease.  It  is  not  uncommon  to 
rub  an  herb  over  an  affected  part  in  addition  to  its  internal  use. 

Shamanism 

The  term  "shaman"  is  not  a  very  satisfactory  one.  This  problem 
of  insufficient  terminology  to  discuss  the  important  aboriginal  dis- 
tinctions is  nowhere  so  obvious  as  in  attempting  to  describe  medical 
conditions.  The  term  "shaman"  is  from  Russian  and  refers  to  a 
Siberian  man  of  power  capable  of  divining  and  prophesying,  and  is  to 
be  clearly  distinguished  from  medicine  men,  in  the  sense  that  the 
shaman  was  and  is  a  very  special  kind  of  medicine  man,  often  using 
ventriloquism  as  part  of  his  procedures. 

Loeb  differentiates  between  the  shaman  as  a  person  voluntarily 
"possessed"  through  whom  a  spirit  speaks  and  who  also  carries  out 
exorcism;  and  the  seer,  a  "non-possessed"  man  with  whom  the  spirit 
speaks  and  does  not  exorcise  or  prophesy.  Loeb  found  that  the  seer 
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historically  antedated  the  shaman.  He  also  found  that  some  societies 
possessed  both  types  of  men  of  power,  and  that,  of  course,  the  two 
classes  were  not  always  mutually  exclusive. 

Another  characteristic  of  the  shaman  was  the  passing  through  of 
what  can  only  be  interpreted  as  a  profound  mental  disturbance  (by 
contemporary  standards)  as  part  of  preparation  for  shamanism  with 
an  apparent  "cure"  occurring  as  a  person  became  a  shaman.  This 
seems  to  have  a  great  deal  of  similarity,  although  perhaps  conscious^ 
stylized  to  a  more  intense  form,  to  the  vision  guest  which  was  often 
associated  with  "abnormal."  Behavior  such  as  alternating  sadness  and 
rage  as  well  as  actual  flagellation  equivalents.  The  pre-shamanistic 
psychosis  has  been  described  among  the  Eskimo  medicine  men.  At 
any  rate,  the  term  "shaman"  is  a  very  special  and  exact  one,  which 
is  much  too  loosely  applied  to  medicine  men  in  general. 

Ackerknecht  points  out  that  there  is  no  primitive  distinction  be- 
tween natural  and  supernatural.  This  distinction  appears  to  be  an 
interpretation  (artifact?)  of  modern  man.  Ackerknecht  also  points  out 
that  perceptions  of  real  and  non-real,  natural  and  supernatural  are 
simply  ways  of  dealing  with  the  world  that  are  mediated  by  the  cul- 
ture under  consideration.  He  quotes  Kroeber:  "What  high  cultures 
stigmatize  as  purely  personal,  non-real  and  non-social,  abnormal  and 
pathological,  lower  cultures  treat  as  objective,  socially  useful,  and 
conducive  to  special  ability."  He  goes  on  to  point  out  that  concepts 
of  causality  engendered  by  such  dichotomous  cultures  will  obviousty 
be  quite  different,  perhaps  even  opposites.  The  only  criteria  for  nor- 
malit}7-  of  behavior  must  be  whether  a  given  cultural  trait  is  func- 
tionally useful  for  the  preservation  and  well  being  of  the  group.  There 
is  general  consensus  that  American  Indians  were  succeeding  quite  well 
before  the  advent  of  the  white  man.  One  may  conclude,  then,  that 
their  practices,  including  medical  practices,  must  be  viewed  as  suc- 
cessful and  normal  for  the  given  group. 

Although  Ackerknecht's  discussions  are  invaluable  in  providing 
truer  understanding  of  "traditional"  medical  concepts  and  practices, 
his  work  has  never  been  "popularized"  in  the  sense  of  being  widely 
read  outside  the  academic  community.  His  work  also  is  that  of  an 
observer,  not  a  participant.  It  remained  for  Castaneda  to  correct  these 
two  deficiencies.  In  his  series  of  monographs,  he  has  for  the  first  time 
made  available  to  a  wide  audience  invaluable  experiences  relating  to 
Indian  medicine  men.  Castaneda's  accounts  are  of  intensive  periods 
of  apprenticeship  to  a  Yaqui  medicine  man.  Castaneda  correctly  re- 
gards the  Yaqui,  Don  Juan,  as  a  "man  of  power."  Don  Juan  is  not 
described  specifically  as  a  man  who  treated  disease  as  such,  yet  there 
can  be  no  mistaking  the  identity  of  his  "power"  as  identical  to  that 
of  medicine  men,  va^ing  only  in  minor  ways.  Don  Juan  clearly  under- 
stands human  life  and  personal  and  interpersonal  relationships  in  spe- 
cial ways.  This  understanding  does  not  differ  from  that  of  medicine 
men. 

It  is  clear  that  the  powers  of  Don  Juan  die  in  the  realm  dismissed 
disdainfully  by  scientists  as  fraud,  "witchcraft,"  or  "magic."  There  is 
no  question  that  this  is  true.  The  real  question  is  not  whether  Don 
Juan's  powers  are  "magic"  (i.e.,  "supernatural")  or  not,  but  whether 
they  are  one,  real,  and  two,  useful.  It  seems  to  us  that  these  two  criteria 
are  what  are  paramount.  It  really  is  irrelevant  that  these  phenomena 
are  not  explainable  in  terms  of  present  scientific  concepts.  There  is  no 


79 


reason  why  science  with  its  limited  ability  can  really  answer  questions 
of  ultimate  causality. 

Perhaps  the  greatest  service  performed  by  Castaneda  is  "structural 
analysis."  He  describes  Don  Juan's  power  and  his  own  experiences, 
and  he  develops  a  vocabulary  for  describing  the  phenomena.  He  deals 
with  the  reality  of  the  phenomena  by  affirming  their  reality  and  the 
fact  that  this  reality  cannot  be  grasped  in  terms  of  usual  experience; 
hence,  his  useful  term,  "non-ordinary  reality." 

Whether  or  not  Castaneda's  descriptions  and  traditional  medicine 
re-open  Berkeley's  thesis  that  reality  and  being  depend  only  upon  the 
perception  of  the  beholder,  is  be}^ond  the  scope  of  the  present  discus- 
sion. One  cannot  study  the  subject  without  a  strong  suspicion  that 
Samuel  Johnson,  by  kicking  a  stone,  was  not  even  relating  to  Berkeley. 

It  will  be  interesting  to  see  whether  or  not  appropriate  persons  will 
carry  the  precepts  of  "traditional  medicine"  and  the  way  of  knowledge 
described  by  Castaneda  forward  in  time  to  prevent  the  complete  dis- 
solution of  this  uinque  and  rewarding  approach  to  health. 

Evaluation  of  current  Indian  attitudes  towards  traditional  medicine 

Constrained  by  the  inadequate  time  available  to  earn'  out  studies, 
the  task  force  was  unable  to  collect  a  statistically  valid  sample  of 
Indian  opinion.  However,  considerable  experience  by  task  force 
members  and  interviews  with  Indian  people  during  site  visits  permit 
certain  conclusions  to  be  made. 

The  most  striking  feature  of  Indian  people  relating  to  traditional 
Indian  medicine  is  a  universal  reluctance  to  discuss  it.  This  appears  to 
be  true  in  all  parts  of  the  country.  Attneave  has  suggested  that  fear 
has  been  conditioned  into  many  Indians  as  a  result  of  experience  with 
negative  teachings  by  missionaries.  There  seems  to  be  no  reason  to 
doubt  this.  Indians  also  undoubtedly  have  perceived  strong  negative 
attitudes  against  traditional  healing  by  white  physicians.  Some  of  the 
attitudes  expressed  by  Indians  are  reflected  in  that  of  a  young  Apache 
woman  who  believed  traditional  medicine  should  not  be  discussed  nor 
should  attempts  at  training  programs  be  made  because  of  the  special 
"sacred"  nature  of  Indian  medicine. 

Members  of  the  Pine  Ridge  Health  Board,  when  asked  about  tradi- 
tional medicine  on  their  reservation,  replied  that  there  really  weren't 
an}'  real  medicine  men  left  and  expressed  little  enthusiasm  for  pro- 
grams designed  to  train  medicine  men.  This  was  surprising  in  view  of 
the  strong  tradition  of  Yuwipi  healing  ceremonies  in  the  state. 

However,  we  did  receive  testimony  that  the  Blackfeet  Tribal 
Health  Department  assumes  an  advocacy  role  in  linking  those  identi- 
fied in  the  community  as  medicine  people  and  tribal  members  seeking 
the  services  of  such  people.  In  assuming  this  advocacy  role,  the  health 
department  is  also  beginning  to  provide  an  edcuation  for  the  young 
people  who  may  not  be  historically  exposed  to  traditional  medicine  so 
that  there  are  two  health  delivery  systems  available.  Included  in 
plans  for  the  proposed  Blackfeet  Indian  Hospital  is  the  use  of  the  old 
facility  for  various  ancillary  projects,  which  include  "Traditional 
Tribal  Healers  and  Medication." 

Dillon  Platero,  Director  of  the  Rough  Rock  Demonstration  School 
of  Navajo  Nation,  noted  that  the  majority  of  the  115,000  Navajo 
depend  on  traditional  medicine  for  a  portion  of  their  health  care  and 
that  due  to  a  declining  economy,  it  has  become  difficult  for  any  but  a 
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very  few  men  to  undertake  the  lengthy  training  necessary  to  become  a 
medicine  man.  As  a  result,  a  vital  force  in  the  maintenance  of  the 
mental  health  of  this  group  is  in  danger  of  extinction. 

Training  of  medicine  men 

Significant  progress  towards  preservation  of  Indian  traditional 
medicine  occurred  with  the  establishment  of  the  Navajo  School  for 
Medicine  Men,  an  account  of  which  is  given  by  Bergman.  This  school 
was  conceived  by  Navajos  during  the  operation  of  the  demonstration 
school  at  Rough  Rock  beginning  in  1965.  A  modified  apprentice 
system  was  utilized  with  each  medicine  man  having  two  apprentices. 
Significantly,  the  medicine  men  received  a  modest  salary  and  the 
students  a  small  subsistence  allowance.  Thus,  a  critical  limiting  factor 
(the  lengthy  apprenticeship  during  which  time  students  bring  their 
families  and  have  no  income)  impeding*the  training  of  medicine  men 
was  at  least  partially  ameliorated:  the  provision  of  faculty  salary  and 
student  financial  support. 

The  actual  training,  after  some  difficulty  in  obtaining  funds,  began 
in  1969  with  twelve  trainees  under  a  grant  from  the  National  Institute 
of  Mental  Health.  The  initial  training  consisted  of  learning  the  shorter 
sings  with  a  plan  to  proceed  to  longer  sings. 

The  report  by  Bergman  is  of  interest  from  two  other  standpoints. 
First,  the  medicine  men  when  visiting  the  Gallup  Indian  Center  had 
a  number  of  criticisms  of  care,  and  made  recommendations  for  im- 
provement, including  the  building  of  a  hogan  on  the  grounds.  The}r 
pointed  out  that  the  physicians  could  visit  the  patients  at  any  time 
during  the  medicine  man's  treatment  program.  Second,  the  inter- 
change between  Dr.  Bergman  and  the  medicine  men  proved  to  be 
very  beneficial.  One  of  the  medicine  men  was  gratified  to  learn  that  a 
non-Indian  was  wise  enough  to  use  hypnosis^ 

These  trainees  have  now  graduated  and  are  working  on  the  reser- 
vation. There  has  continued  to  be  some  problems  with  funding.  The 
usual  government  bureaucrac^y,  characteristicalty,  is  poorly  equipped 
to  deal  with  training  of  medicine  men. 

The  real  significance  of  this  school  for  medicine  men  is  in  its  demon- 
stration that  a  "modern"  method  of  support  for  training  can  produce 
medicine  men  without  interfering  in  the  value  of  the  process  itself. 
This  should  make  it  possible  to  expand  the  program  to  other  tribes. 

Cooperation  between  Indian  and  non-Indian  healers 

The  antithetical  properties  between  Indian  and  non-Indian  healing 
makes  misunderstanding  most  natural.  It  is  not  surprising  that  non- 
Indians  cannot  comprehend  the  values  of  Indian  medicine.  This 
diversity  of  cultural  backgrounds  seriously  interferes  with  coopera- 
tive programs  of  mutual  support.  There  are  a  few  instances  of  coop- 
eration between  Indian  and  non-Indians.  There  are  no  data  to  suggest 
that  cooperation  is  becoming  more  common.  It  does  appear,  however, 
that  recent  graduates  of  medical  schools  are  more  receptive  to  the 
values  of  Indian  medicine.  Driver  mentions  a  white  plrysician  who 
regularly  referred  patients  to  a  medicine  man  before  surgery.  Shaw 
relates  an  experience  in  which  a  medicine  man  was  brought  to  a 
tuberculosis  hospital  to  perform  a  ceremony  so  that  patients  would  not 
leave.  It  is  of  interest  that  part  of  his  ceremon}^  was  transmitted  to 
individual  rooms  over  an  intercom  system!  Since  these  early  reports, 
there  have  been  more  instances  of  cooperation,  especially  with  the 
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Indian  Health  Service.  It  is  not  unusual  for  medicine  men  to  practice 
in  the  hospital  setting. 

However,  it  must  not  be  assumed  that  cooperation  between  medi- 
cine men  and  Indian  Health  Service  physicians  (even  psychiatrists, 
whom  one  might  anticipate  would  be  more  understanding  of  medicine 
men)  is  all  it  should  be.  Attneave,  in  a  survey  conducted  for  the 
Indian  Health  Service,  found  little  cooperation.  She  relates  instances 
of  aversion  of  Indian  Health  Service  physicians  to  medicine  men. 
One  physician  felt  it  would  be  unethical  for  him  to  refer  a  patient 
to  a  medicine  man  for  consultation.  Attneave  believes  that  the  situa- 
tion with  regard  to  cooperation  is  as  yet  too  unstable  to  be  susceptible 
to  a  policy  statement  by  the  Indian  Health  Service,  but  that  each 
service  unit  should  be  free  to  work  out  arrangements  that  best  suit 
the  local  situation.  An  example  of  a  service  unit's  receptivity  to  a 
dual  medical  system — "modern"  and  "traditional" — is  found  in  the 
Blackfeet  Tribal  Health  Department,  which  reported  that  hospital 
administrators  had  indicated  a  willingness  to  pay  for  a  medicine 
person's  services  under  contract  care  if  the  hospital  patient  needed 
such  services. 

It  would  appear,  however,  that  personnel  entering  the  Indian 
Health  Service  should  be  screened  for  attitudes  relating  to  medicine 
men.  Additionally,  orientation  programs  for  Indian  Health  Service 
personnel  would  surely  be  valuable  as  a  first  step  in  bridging  the  gulf 
between  physicians  and  medicine  men. 

The  dichotomy  between  physicians  and  medicine  was  discussed 
at  the  Eleventh  Annual  meeting  of  the  Professional  Association  of 
the  U.S.  Public  Health  Service  in  New  Orleans  in  1976  by  Dr.  William 
Niedermeier,  who  is  a  staff  physician  at  the  Indian  Health  Service 
Hospital  in  Shiprock,  New  Mexico.  Dr.  Niedermeier  related  cases  of 
appendicitis  in  which  lives  were  seriously  jeopardized  by  delays  in 
treatment  caused  by  taking  children  to  medicine  men. 

The  most  significant  fact  relating  to  the  cases  presented  by  Nieder- 
meier is  not  that  the  medicine  man  interfered  with  good  medical 
judgment  but  that  in  each  instance  the  family  took  the  child  to  a 
medicine  man  after  a  diagnosis  had  been  made.  There  could  be  no 
better  demonstration  of  which  form  of  therapy  is  preferred  by  the 
families.  It  is  quite  likely  that  Indians  in  many  instances  would 
prefer  to  die  harmoniously  than  be  subject  to  the  sterile,  alienated, 
barbaric  practices  of  physicians,  even  if  the  physicians'  techniques 
prove  to  be  life-saving. 

There  is  no  question  but  that  many  situations  exist  which  traditional 
medicine  cannot  deal  with  effectively;  and  certainly  there  are  situa- 
tions in  which  a  three-day  delay  would  result  in  death.  Knowing  the 
evolutionary  nature  of  Indian  medicine,  it  is  clear  that  case  confer- 
ences between  physicians  and  medicine  men  would  result  in  modifications 
preserving  that  which  is  valuable  in  both  modes  of  practice.  However, 
before  progress  can  be  achieved,  it  will  be  necessary  to  recognize  that 
there  is  more  to  the  function  of  the  medicine  man  than  ceremony  as 
suggested  b}^  Niedermeier.  This  concept  is  precisely  a  major  part  of 
the  program. 

This  discussion  is  not  to  imply  that  Dr.  Niedermeier  has  an  incom- 
plete understanding  of  medicine  men;  indeed,  he  may  be  very  under- 
standing. The  description  above  is  taken  from  a  newspaper,  U.S. 
Medicine,  for  June  15,  1976,  which  contains  an  article  entitled  "Indian 
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Medicine  Men  Hinder  M.D.'s"  This  is  a  report  of  a  paper  given  by 
Dr.  Niedermeier,  and  as  such  it  may  not  completely  or  accurately 
reflect  his  own  attitudes  or  understanding.  Nevertheless,  the  title 
and  article  clearly  reflect  an  anti-Indian  bias  that  is  not  justified  by 
the  cases  cited.  That  is,  the  hypothesis  that  the  children's  lives  were 
not  saved  by  the  medicine  men  was  not  disproved  by  the  data  presented. 

Kane  and  Kane  emphaize  that  to  the  Navajo,  the  Indian  Health 
Service  physicians  occupy  the  lowest  level  of  all  healers.  They  point 
out  further  than  many  Navajos  do  not  recognize  many  physician 
treatment  modalities  as  treatment  at  all.  Delay  in  care  and  malpractice, 
they  say,  is  not  caused  only  by  the  Indian  medicine  man.  These 
authors  relate  barriers  to  adequate  medical  care  in  which  physicians 
were  responsible.  It  is  of  interest  that  the  authors  found  the  solution 
to  these  problems  caused  by  physicians  to  be  as  elusive  as  the  prob- 
lems related  by  Niedermeier  with  medicine  men. 

It  is  not  possible  to  understand  the  basis  for  Indian-non-Indian 
cooperation  without  a  study  of  "The  People's  Health"  by  Adair  and 
Deuschle.  This  is  an  account  of  an  encounter  by  the  Cornell  Medical 
School  and  the  Navajo  tribe  in  the  1950's  and  is  an  important  analysis 
of  the  problems  encountered  by  an  innovating  group  in  a  foreign  cul- 
ture. These  authors  summarize  some  of  the  Navajo  concepts  of  health 
and  disease  and  compare  these  with  the  more  simplistic  non-Indian 
views.  They  make  an  important  observation,  not  often  enough  ad- 
mitted, that  Navajo  culture  has  been  in  a  continuous  state  of  change 
and  adaptation  even  before  the  advent  of  white  society,  and  that  plans 
for  innovation  must  take  this  fact  into  account.  It  is  important  to 
recognize  also  that  innovation  is  going  to  meet  with  a  great  deal  of 
resistance  before  the  subject  group  accepts  the  innovator's  precepts. 
Additionally,  a  period  of  testing  and  evaluation  must  be  undergone 
during  which  alternative  explanations  for  health  phenomena  may  be 
embraced. 

Adair  and  Deuschle  also  point  out  the  serious  prejudice  possessed 
by  physicians  on  the  reservation  prior  to  the  1950's. 

Cooperation  between  traditional  medicine  men  and  physicians 
was  not  a  new  concept,  having  been  recommended  by  Leighton  in 
the  early  1940's.  Adair  and  Deuschle  pointed  out  that  the  Navajo 
beliefs  should  not  prove  to  be  insurmountable,  but  would  have  to  be 
taken  into  account  if  any  health  program  were  to  really  succeed. 

These  authors  outline  the  requirements  for  successful  cooperation 
between  innovators  and  the  subjects  that  should  serve  as  a  model 
for  the  Indian  Health  Service.  These  requirements  are  as  follows: 

1.  Members  of  the  donor  society  must  have  a  comprehensive  knowl- 
edge of  the  culture  of  the  society  for  whom  change  is  planned. 

2.  Those  who  are  planning  change  must  be  totally  aware  of  their 
own  culture  including  its  biases. 

3.  The  innovations  must  meet  a  need  felt  by  the  recipient  society. 

4.  The  cultures  of  both  the  donor  and  recipient  society  must  be 
understood  to  be  undergoing  constant  change. 

5.  Change  occurs  from  the  interaction  between  two  societies  in 
contact.  This  requires  knowledge  of  beliefs  and  attitudes  held  by  each 
in  regard  to  the  other. 

6.  There  must  be  an  understanding  of  the  role  that  the  accultured 
plays  in  transmitting  new  ideas  to  the  recipient  societ}r,  especially  the 
more  conservative  members. 
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7.  The  political  and  prestige  structure  must  be  understood  and  its 
leadership  identified  and  cooperated  with. 

8.  Communications  between  the  two  cultures  must  be  facilitated  as 
well  as  between  components  of  both  societies. 

Many  Indians  indeed  have  come  to  understand  that  there  are  areas 
in  which  "scientific"  medicine  produces  superior  results  and  areas  in 
which  traditional  medicine  provides  insights  and  answers  to  problems 
which  scientists  cannot  address  themselves.  For  example,  ultimate 
causality  of  many  chronic  and  relapsing  illnesses  is  better  understood 
in  the  context  of  traditional  medicine  rather  than  non-Indian  terms. 
White  doctors  are  usually  deficient  in  bestowing  future  protection 
against  disease,  and  indeed  in  general  are  little  interested  in  this 
aspect  of  medicine. 

The  system  of  healing  utilized  by  American  Indians  has  been  much 
more  comprehensive,  extensive  and  holistic  than  generally  appreciated. 
There  has  been  a  misplaced  preoccupation  with  psychiatric  aspects  of 
healing. 

There  is  a  striking  universality^  of  healing  practices  among  Indian 
tribes  and  between  Indians  and  non-Indians.  This  includes  such 
characteristics  as  seriousness  of  benevolent  intentions;  establishment 
of  diagnosis;  a  concept  of  causality;  a  relatively  long  period  of  prepara- 
tion; reward  to  the  healer  involving  a  payment  of  a  fee.  In  most  areas, 
the  Indian  concept  is  considerably  more  comprehensive  and  holistic 
than  that  possessed  by  European- American  "scientific"  medicine. 
There  is  at  least  one  demonstration  project  on  the  Navajo  reservation 
that  illustrates  the  value  of  cooperation  between  Indian  and  non- 
Indian  healers.  The  limits  of  benefits  of  this  type  of  cooperation  are 
not  known  and  have  not  been  explored,  and  are  probably  much  more 
profound  and  important  than  ever  suspected. 

The  variet}^  of  Indian  opinion  in  this  subject  area,  as  in  so  many 
others,  suggests  that  it  may  be  impossible  to  secure  a  general  Indian 
consensus.  For  this  reason  alone,  the  Navajo  program  is  important 
as  a  demonstration  project.  It  not  only  serves  to  preserve  medicine 
men  but  provides  a  very  important  educational  service  for  Indians 
and  non-Indians  alike  by  making  the  concepts  of  Navajo  medicine 
more  popularly  understood. 


Part  Four 


THE  DELIVERY  SYSTEM 
Chapter  11 

Indian  Health  Service — Its  Role  as  the  Primary  Provider  of 
Health  Care  to  American  Indians 

Recent  emphasis  on  Indian  health  coincided  with  the  transfer  of 
the  Division  of  Indian  Health  to  Health,  Education,  and  Welfare 
in  1955.  Since  that  time,  although  the  level  of  Indian  health  has 
improved  along  with  that  of  the  rest  of  the  country,  it  is  still  much 
below  the  national  average.  The  exact  role  of  the  Indian  Health 
Service  with  respect  to  other  federal  and  state  health  care  programs 
remains  unclear.  Theoretically,  Indian  Health  Service  programs 
are  supplementary  or  "residual"  to  other  federal  and  state  programs. 
According  to  this  theory,  Indians  have  dual  entitlements:  one,  as 
citizens  of  the  United  States;  and  two,  by  virtue  of  treaty  rights. 
Thus,  in  theory,  Indians  should  fully  utilize  all  federal  and  state 
programs  and  get  additional  benefits  from  Indian  Health  Service 
which  are  not  available  to  non-Indians.  Following  this  logic,  Indians 
should  be  receiving  better  health  care  than  the  rest  of  the  United 
States  population.  Although  this  might  not  automatically  result  in  a 
better  level  of  health  than  for  the  rest  of  the  population,  one  would 
expect  the  difference  between  Indians  and  non-Indians  to  be  less 
than  it  is. 

Congress  views  Indian  Health  Service  as  a  supplementary  service 
and,  therefore,  provides  for  limited  funding;  but  states  and  counties 
view  Indian  Health  Service  as  the  primary  provider  of  health  care 
for  Indians.  This  results  in  per  capita  expenditure  for  Indian  health 
at  more  than  25%  below  the  per  capita  expenditure  for  health  care 
for  the  average  United  States  population.  The  prime  sufferers  in 
this  process  are  the  Indian  people. 

In  order  to  correct  this  situation  and  its  misunderstanding,  the 
United  States  Congress  directed  Indian  Health  Service  to  perform 
four  major  functions  under  the  Transfer  Act  of  1955.  They  were: 

a.  Provide  training  and  technical  assistance. 

b.  Coordinate  available  health  resources  through  federal, 
state  and  local  programs  for  the  benefit  of  Indian  people. 

c.  Serve  as  principal  federal  advocate  for  Indian  Health. 

d.  Provide  comprehensive  health  services,  including  hospital 
and  ambulatory  medical  care,  preventive  and  rehabilitative, 
and  environmental  services. 

Progress,  by  and  large,  has  been  less  than  satisfactory,  partly  due 
to  limited  funding  and  partly  due  to  ineffective  management. 

Indian  Health  Service  has  usually  been  so  overwhelmed  by  the 
crisis  orientation  of  its  activities  that  it  has  not  been  able  to  adequately 
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review  the  overall  objectives  of  its  program  and  its  strategy.  It 
docs  not  have  a  completely  efficient  planning,  management  and  evalu- 
ation system.  As  a  result,  the  delivery  of  its  services  remains  deficient. 

Indian  Health  Service  has  always  been  funded  on  a  categorical 
basis,  and  it  in  turn  funds  the  area  offices  on  categorical  basis.  This 
concept  does  not  take  into  account  local  and  regional  differences  and 
leaves  little  flexibility  in  terms  of  addressing  local  priorities  and  prob- 
lems. This  funding  method,  combined  with  the  fact  that  Indian  Health 
Service  has  fixed  funding  limits,  forces  it  to  abruptly  curtail  or  stop 
providing  a  given  service  simply  because  it  runs  out  of  money.  After 
that  time,  even  if  a  person  is  entitled  to  the  service,  he  may  not 
receive  it  because  funds  are  no  longer  available.  This  results  in  an 
excessive  backlog  of  services  and  unmet  needs.  While  people  go  with- 
out services,  there  is  little  evidence  that  Indian  Health  Service  has 
made  any  effort  to  mobilize  the  resources  of  other  federal  and  state 
agencies  for  the  benefit  of  Indian  people.  In  addition,  Indian  Health 
Service  Service  Units  are  not  authorized  to  do  third-party  billing  for 
those  patients  who  are  eligible  for  other  federal  assistance. 

Even  after  22  years  of  existence,  Indian  Health  Service  has  not 
been  able  to  provide  health  facilities  to  Indians  at  many  inaccessible 
locations.  In  many  states  people  have  to  travel  60  miles;  in  parts  of 
California  almost  900  miles;  and  in  Alaska  almost  1500  miles  to  the 
nearest  Indian  Health  Service  facility.  In  addition,  only  half  of  the 
health  facilities  meet  even  the  minimum  standards  of  the  Joint 
Commission  on  Accreditation  of  Hospitals. 

Discrimination  against  Indians  continues  to  be  prevalent,  and 
enforcement  of  the  civil  rights  of  Indians  is  minimal.  The  tri-agency 
agreement  between  the  Office  of  Civil  Rights,  the  Social  and  Rehabili- 
tation Services,  and  the  Indian  Health  Service  pertaining  to  Medicaid- 
Medicare  continues  to  be  ineffective  and  unimplemented.  During  the 
Task  Force  on  Health  hearings  at  Indian  Health  Service,  it  was 
determined  that  the  Office  of  Civil  Rights  has  handled  only  7  cases  of 
denial  of  civil  rights  to  Indians  during  the  past  2%  }rears.  On  the  other 
hand,  the  Task  Force  was  told  of  several  instances  of  implicit  discrim- 
ination. In  spite  of  these  contradictions,  neither  the  Indian  Health 
Service  nor  the  Social  and  Rehabilitation  Services  nor  the  Office  of 
Civil  Rights  has  ever  taken  positive  action  to  determine  the  exact 
extent  of  the  problem.  Distribution  of  copies  of  the  memorandum  of 
agreement  seems  to  be  the  extent  to  which  Indian  Health  Service  has 
gone  in  informing  Indian  people  of  their  civil  rights,  while  practically 
nothing  has  been  done  by  the  Office  of  Civil  Rights  or  the  Social  and 
Rehabilitation  Services.  In  addition,  no  effective  program  has  been 
conducted  to  inform  state,  county,  and  local  officials  about  their  re- 
sponsibilities to  Indian  people. 

Lack  of  federal  initiative  is  evident  in  the  area  of  Medicaid  and 
Medicare  eligibility.  Neither  the  Indian  Health  Service  nor  any  other 
federal  agency  has  any  idea  of  the  number  of  Medicaid-Medicare 
eligible  Indians,  or  how  many  are  actually  receiving  these  benefits. 

It  can  be  reasonably  concluded  that  most  federal  programs,  unless 
they  are  specifically  earmarked  for  Indians,  have  had  very  little 
influence  on  the  lives  of  Indian  people ;  and  since  Indian  programs  are 
presumed  to  be  supplementary  in  nature,  they  never  have  adequate 
funding  to  deal  with  the  problems  effectively.  Therefore,  it  is  felt  that 
unless  some  fundamental  changes  take  place,  the  level  of  Indian 
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health  is  not  likely  to  improve.  The  succeeding  pages  of  this  report 
discuss  the  issues  and  recommendations  which  will  bring  about  the 
desired  change  and  thereby  improve  the  level  of  Indian  health. 

Research 

Biomedical  and  Systems  research  has  not  been  among  the  man- 
dated functions  of  IHS.  Thus,  even  though  there  is  some  exciting 
activity  taking  place  in  these  fields,  it  has  not  been  possible  to  ade- 
quately review  the  research  activities  of  IHS  because  of  time  limita- 
tions. However,  in  the  course  of  its  study,  the  Task  Force  inevitably 
developed  information  relating  to  research. 

The  two  most  conspicuous  areas  of  formal  research  are  the  activities 
associated  with  the  Health  Program  Systems  Center  (Hipsic)  and  the 
collaborative  programs  with  the  National  Institute  of  Metabolic  and 
Digestive  Diseases  at  the  Phoenix  Indian  Medical  Center.  These 
activities  have  led  to  several  exciting  discoveries.  Among  these  are 
the  applications  of  satellite  technology  to  communications,  com- 
puterized storage  and  retrieval  of  patient  data,  simplified  management 
of  infant  dehydration,  medical  management  of  gall  stones,  and  very 
significant  discoveries  relating  to  the  occurrence  of  various  diseases 
among  and  between  various  Indian  groups. 

Recommendations 

1.  Preventive  health  care. — Every  effort  must  be  made  to  prevent 
people  from  getting  sick,  by  addressing  the  causes  of  their  health 
problems.  These  are  discussed  in  terms  of  better  environmental  con- 
ditions, better  nutrition,  safety  and  accident  prevention,  health  edu- 
cation, and  preventive  measures  and  psychological  counseling. 

2.  Curative  health  care. — Once  a  person  gets  sick,  it  is  felt  that  a 
specific  basic  package  of  services  must  be  provided;  and  that  the 
current  method  of  funding  be  drastically  revised. 

3.  Service  delivery  system. — The  Indian  Health  Service  delivery 
system  should  be  strengthened  by  establishing  clear  cut  areas  of 
responsibility  and  authority.  The  Community  Health  Practitioner 
program  should  be  made  the  basis  for  the  health  care  delivery  system. 

4.  Support  services. — Many  support  services  need  to  be  developed 
and  strengthened.  These  are  discussed  in  terms  of  Indian  self-determi- 
nation, transportation  and  accessibility,  social  services,  training, 
Indian  preference,  and  role  of  traditional  medicine. 

5.  The  Task  Force  strongly  recommends  enlargement  of  research 
activities  of  IHS.  It  is  clear  that  answers  to  certain  questions  may  be 
answered  only  by  research  within  IHS.  A  research  mission  would  be 
one  of  the  functions  of  IHS  if  National  Health  Insurance  greatly  alters 
the  delivery  system. 


Chapter  12 

Indian  Health  Service — Clinical  Workload  and  Utilization 

of  Services 

An  evaluation  of  IHS  operations  can  only  be  made  against  the  back- 
ground of  total  clinical  responsibilities.  As  a  description  of  the  kinds  of 
clinical  problems  is  considered  elsewhere,  this  section  will  deal  with 
clinical  workloads  and  costs  burdening  IHS. 

An  estimate  of  the  total  Indian  population  for  the  various  IHS 
areas  between  1965  and  1972  is  given  in  table  1.  Nearly  one-half  the 
population  is  accounted  for  by  the  Oklahoma  and  Navajo  areas.  The 
smallest  number  of  patients  are  in  the  USET  area.  There  has  been  a 
steady  increase  in  the  total  number  of  Indians  served,  basically  result- 
ing from  population  growth. 

The  number  of  hospital  admissions  and  utilization  rate  are  shown  in 
table  2.  The  number  of  admissions  doubled  between  1955  and  1974, 
rising  from  50,143  to  103,853.  These  data  include  both  IHS  and  con- 
tract hospitalizations.  This  increase  represented  an  increase  in  rate  of 
utilization  from  150/1000  to  212/1000  population. 

The  utilization  rate  is  portra}^ed  graphically  in  figure  1 .  During  this 
time,  the  overall  utilization  rate  increased  by  41%.  Since  1965  the 
utilization  rate  of  IHS  hospitals  has  changed  little  as  has  that  for 
contract  hospitalizations.  Data  in  tables  1  and  2  suggest  that,  if  each 
admission  represented  a  separate  patient  (which  it  does  not),  then 
nearly  one-fourth  of  the  people  served  b}^  IHS  were  hospitalized.  This 
would  appear  to  be  an  unusually  high  proportion  of  people  requiring 
hospitalization.  The  number  of  admissions  to  hospitals  doubled  be- 
tween 1955  and  1974.  The  most  striking  increase  occurred  in  admis- 
sions under  contracts. 

Admissions  and  births  in  IHS  hospitals  are  shown  for  each  area  in 
table  3.  The  only  significant  change  occurred  in  the  Tucson  program 
area,  which  has  experienced  a  steady  decline  in  the  number  of  admis- 
sions. The  explanation  for  this  is  not  apparent,  but  if  it  has  resulted 
from  special  outpatient  programs,  as  seems  likely,  then  it  represents 
the  impact  that  can  be  expected  on  hospitalizations  if  these  programs 
were  excepted  in  other  areas. 

There  are  no  striking  changes  in  the  number  of  births  which  would 
permit  one  to  draw  conclusions,  except  for  a  drop  in  births  for  1974, 
1975  and  1976  (projected)  for  the  Tucson  program  area.  Again,  the 
significance  of  this  change  is  not  readily  apparent. 

The  average  daily  patient  load  (ADPL)  for  each  area  is  shown  in 
table  4.  The  usual  variation  between  areas  is  expected. 

The  outpatient  load  for  IHS  is  shown  in  table  5.  There  has  been  a 
steady  increase  in  outpatient  visits  from  1955  to  1974.  The  number  of 
visits  in  1974  is  over  five  times  that  of  1955. 
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TABLE  2.— HOSPITAL  UTILIZATION  RATE  INDIAN  AND  ALASKA  NATIVES 
[Fiscal  years  1955-74  does  not  include  births) 


Total  Indian  Health  Service  Contract 


Utilization  Utilization  Utilization 

Number  of  rate  per  1,000  Number  of  rate  per  1,000  Number  of  rate  per  1,000 
admissions       population      admissions       population      admissions  population 


150.2  30,451  62.3 

157.0  27,105  56.5 
161.9  26,418  56.3 
153.9  24,216  52.7 
150.6  24,833  55.1 

157. 5  24, 930  56. 4 

157.3  24,100  55.7 

154.4  24,100  56.9 

161.6  24,750  59.7 
166. 9  24, 000  59. 1 

166. 1  24, 000  60. 5 
166.9  22,800  58.8 

157.8  21,500  56.6 

142. 9  20, 000  52. 6 

149. 6  19, 880  52. 3 
147.  5  18, 700  50. 5 

154.2  16,210  44.9 

151.0  13,295  27.8 

134.7  11,757  34.3 

128. 1  7, 381  22. 1 


TABLE  3.-IHS  HOSPITAL  WORKLOAD  STATISTICS  BY  AREA 
[Fiscal  years,  1975,1974  and  1973] 


1976  1975  1974  1973 


ADMISSIONS  (8  MO) 


Total  all  areas   50,745  74,594  73,402  75,245 


Aberdeen  area     8,564  12,906  11,930  13,820 

Bemidjiarea     1,037  1,529  1,537  1,692 

Albuquerque  area   2,040  3,486  3,560  3,443 

Alaska  area      6,414  9,675  10,518  10,667 

Billings  area  _     2,114  3,035  2,870  3,240 

Navajo  area    12,918  18,097  18,113  18,286 

Oklahoma  City  area     6,726  9,886  9,349  9,384 

Phoenix  area   9,003  13,206  12,808  11,842 

Tucson  program  area     675  912  1,  088  1,  305 

USET     1,254  1,862  1,629  1,566 


BIRTHS 

Total  all  areas    6,680  9,768  9,690  9,844 


Aberdeen  area    691  1,085  965  1,124 

Bemidji  area     81  125  140  141 

Albuquerque  area    106  187  320  296 

Alaska  area.     764  1,072  1,116  1,065 

Billings  area    247  338  366  369 

Navajo  area    2,442  3,514  3,315  3,292 

Oklahoma  City  area     1,275  1,889  1,747  1,831 

Phoenix  area....  _   898  1,280  1,384  1,411 

Tucson  program  area      56  100  140  134 

USET    119  178  197  181 


1974    103,853  212.4  73,402 

1973    102,350  213.5  75,245 

1972   102,472  218.2  76,054 

1971    94,945  206.6  70,729 

1970    92,710  205.7  67,877 

1969    94,490  213.9  69,560 

1968   92,186  213.0  68,086 

1967    89,556  211.3  65,456 

1966   91,799  221.3  67,049 

1965   91,744  226.1  67,744 

1964....    89,934  226.7  65,934 

1963    87,549  225.7  64,749 

1962   81,476  214.4  59,976 

1961    74,313  195.5  54,313 

1960   76,754  201.9  56,874 

1959   73,268  198.0  54,568 

1958   71,859  199.1  55,649 

1957    66,455  188.8  53,160 

1956    57,975  169.0  46,218 

1555....   50,143  150.2  42,762 
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TABLE  4 


1976  1975  1974  1973 


ADPL  (8  MO) 

Total  all  areas    _._        1,307.3  1,329.8         1,376.2  1,498.7 


Aberdeen  area     174.8  173.9  166.8  207.0 

Bemidjiarea    18.1  17.9  18.0  18.1 

Albuquerque  area     65.0  62.8  72.0  77.3 

Alaska  area  -    228.5  241.7  269.7  286.6 

Billings  area    43.1  39.0  41.3  50.1 

Navajo  area     335.4  330.3  340.8  375.4 

Oklahoma  City  area     149.5  158.2  150.6  169.5 

Phoenix  area       246.7  253.4  265.3  260.9 

Tucson  program  area     21.8  21.8  21.7  25.9 

USET...      24.4  30.8  30.0  27.7 


TABLE  5.— NUMBER  OF  OUTPATIENT  MEDICAL  VISITS  i  TO  PHS  INDIAN  HOSPITALS  AND  FIELD  HEALTH  CLINICS 

[Fiscal  years  1955-74] 


Total        Hospitals      Field  clinics 


Fiscal  year: 

1974   2,361,654  1,366,564  995,090 

1973   2,329,160  1,330,660  998,500 

1972   2,235,881  1,275,726  >  960, 155 

1971   2,195,240  1,202,030  993,210 

1970   1,786,920  1,060,820  718,100 

1969   1,661,500  982,300  679,200 

1968   1,575,440  926,640  648,800 

1967   1,494,600  849,800  644,800 

1966   1,467,000  788,500  578,500 

1965   1,325,400  757,700  567,700 

1964   1,295,000  742,400  552,600 

1963....   1,271,400  721,700  659,700 

1962   1,142,300  673,200  469,100 

1961   1,022,600  628,700  393,900 

1960   989,500  585,100  404,400 

1959   957,900  546,900  411,000 

1958   900,000  533,440  366,560 

1957   650,000  510,000  140,000 

1956 »   540,860  415,860  125,000 

1955  2   455,000  355,000  100,000 


1  Excludes  visits  for  dental  services. 

J  Decreased  because  of  underreporting  of  grouped  services. 

» Estimate. 
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TABLE  6.— INDIAN  HEALTH  SERVICE  OBLIGATIONS,  BY  ACTIVITY 
(Fiscal  years  1966-72  (In  millions  of  dollars)! 


Direct  Contract 

patient  Field  patient 

medical  health  medical 

care  services  care  Administration 


Fiscal  year: 


1955  

  15. 1 

3.2 

5.0 

1.3 

1956  

  20.5 

4.6 

7.7 

2.1 

1957   

  22.6 

5.9 

7.9 

2.1 

1958  

  25.0 

6.9 

7.7 

1.1 

1959  

  25.8 

7.1 

8.0 

1.3 

1960  

  27.6 

8.0 

8.6 

1.3 

1961  

  30.8 

8.9 

8.7 

1.4 

1962  

  32.3 

9.3 

9.7 

1.4 

1963  

1964  

  34. 7 

36.0 

10.0 
10.7 

10.2 
11.0 

1.5 
1.7 

1965  

  37.6 

11.6 

11.7 

1.8 

1966  

  39. 7 

13.0 

12.6 

1.9 

1967  

  44.0 

15.6 

14.0 

1.8 

1968  

  47. 5 

19.1 

15.5 

1.7 

1969.  

  51.3 

22.8 

17.7 

1.9 

1970  

  57.8 

27.0 
32.4 

19.9 
23.6 

2. 

2.3 

1971  

  67. 2 

1972  

  78. 8 

44.4 

29.5 

2.4 

TABLE  7. — NUMBER  OF  DENTAL  SERVICES  PROVIDED 
[Fiscal  years  1955-73) 


Percent 

Services  increase 
provided         over  1955 


1974  

  927, 701 

415.4 

1973  

  863, 057 

379.5 

1972  

  844, 724 

369.3 

1971  

  776, 168 

331.2 

1970  

  646, 580 

259.2 

1969  

  634, 479 

252.5 

1968  

  613, 084 

240.6 

1967  

  545, 509 

203.1 

1966  

  502,710 

179.3 

1965  

  495, 006 

175.0 

1964  

  462, 981 

157.2 

1963  

  398, 452 

121.4 

1962  

  364, 988 

102.8 

1961  

  348, 776 

93.8 

1960  

  307, 248 

70.7 

1959  

  283, 206 

57.3 

1958  

  282, 372 

56.9 

1957  

  249, 048 

38.4 

1956  

  219, 353 

21.9 

1955  

  180,000  .... 
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FISCAL  YEARS 


Figure  1 


NUMBER  OF  INDIAN  AND  ALASKA  NATIVE  ADMISSIONS 
number  JO  MS  AND  CONTRACT  HOSPITALS 

125,000i  


1955  1960  1965  1970  1972 

FISCAL  YEARS 

Figure  2 


Chapter  13 
Indian  Health  Service  Management 

One  important  aspect  of  the  delivery  of  Indian  health  care  is 
management  of  the  Indian  Health  Service,  because  IHS  serves  as  the 
primary  interface  between  the  Indian  community  and  the  predom- 
inantly white  medical  community.  The  following  section  is  an  analysis 
of  IHS  management  based  primarily  on  information  provided  by 
IHS  managers.  Other  data  sources  were  university  persons  who  are 
involved  with  Indian  health,  hearing  reports  on  Indian  health,  and 
other  documents  published  by  the  government. 

Historically,  the  IHS  was  transferred  from  the  Bureau  of  Indian 
Affairs  to  the  Department  of  Health,  Education,  and  Welfare  in  1955. 
Thus,  the  IHS  as  it  is  known  today  is  only  21  years  old.  During  that 
interim,  four  individuals  have  served  as  IHS  director.  Its  management, 
from  the  director's  perspective,  has  changed  remarkably  over  the  time 
period  from  1955  until  present.  The  early  management  structures  were 
very  centralized  and  provided  direct  control  of  the  local  activities. 
As  IHS  has  grown  larger  in  terms  of  personnel  and  budget,  the  manage- 
ment philosophy  has  become  one  of  decentralization. 

IHS  employees  are  talented  and  dedicated  people  who  have  worked 
against  incredible  odds  to  improve  the  health  status  of  the  Indian 
people.  It  is  difficult  to  create  an  exemplary  management  system  in  a 
crisis  type  of  atmosphere,  which  has  existed  since  the  transfer  legisla- 
tion. This  report  is  focused  mainly  on  the  parts  of  IHS  which  could  be 
improved  and  does  not  attempt  to  list  its  strengths.  It  is  to  be  em- 

Ehasized  that  the  present  report  is  from  a  specialized  viewpoint.  It 
as  not  been  possible  to  develop  a  perspective  from  the  point  of  view 
of  the  Indian  consumer. 

Eight  different  problem  areas  were  identified  from  the  collected 
data.  They  are: 

(1)  Goals; 

(2)  Management  structure; 

(3)  Relationship  within  IHS; 

(4)  Leadership; 

(5)  Management  processes; 

(6)  Rewards; 

(7)  Budget;  and 

(8)  Accountability. 

i.  Goals. — Indian  Health  Service  states  that  it  has  two  major  goals. 
One,  the  elevation  of  Indian  health  care  to  the  highest  level  possible; 
and  two,  assisting  Indian  tribes  in  developing  their  capacity  to  manage 
their  own  health  care  program.  It  is  the  second  goal  which  makes  IHS 
unique. 

There  is  general  agreement  that  both  goals  are  appropriate  and 
must  be  carried  out  simultaneously.  In  some  cases,  however,  these  two 
goals  are  in  direct  conflict  with  each  other.  This  is  particularly  true  in 
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terms  of  providing  additional  personnel.  There  are  continuing  demands 
from  the  primary  health  care  delivery  people  for  additional  staff, 
and  these  types  of  personnel  are  clearly  necessary  for  improving  the 
quality  of  health  care.  There  are  also  demands  for  additional  personnel 
for  training  and  education  in  order  to  meet  the  second  goal.  Since  IHS, 
like  all  government  agencies,  has  budget  and  staff  limitations,  one  or 
the  other  of  these  goals  must  receive  a  lower  priority.  Moreover,  the 
second  goal  could  be  restated  as  "putting  one's  self  out  of  business." 
Many  individuals  in  the  IHS  have  stated  that  they  are  not  committed 
to  putting  themselves  out  of  business.  The  second  goal  causes  confusion 
and  morale  problems  among  individuals  at  IHS.  Many  are  confused  as 
to  whether  the  central  goal  of  IHS  is  social  change  or  provision  of 
health  programs. 

In  addition  to  these  two  major  goals,  there  are  two  additional  ones: 
(a)  to  facilitate  and  assist  Indian  tribes  in  coordinating  health  planning 
by  utilizing  federal,  state  and  local  programs;  (b)  to  serve  as  the 
principal  federal  advocate  for  Indians  in  the  health  field.  IHS  man- 
agers are  either  unaware  of  these  goals  or  are  ignoring  them. 

2.  Management  structure. — IHS  is  currently  stratified  into  three 
levels.  The  headquarters  level  is  located  in  Rockville,  Maryland,  and 
is  responsible  for  developing  policies,  for  assuring  that  laws  and  policies 
are  known  to  IHS  personnel,  that  reports  are  filed,  and  that  IHS  is  in 
compliance.  IHS  headquarters  is  also  responsible  for  obtaining  funds 
and  other  resources  by  documenting  accomplishments  and  unmet 
needs.  Additionally,  they  are  responsible  for  planning  and  evaluation. 
This  group  also  communicates  national  policies  and  legislative  changes 
to  the  area  offices  and  provides  a  network  for  communication  among 
these  offices. 

Each  of  the  area  offices  of  IHS  is  divided  into  service  units.  The 
service  units  are  responsible  for  primary  health  care  delivery  to 
Indian  people.  The  service  unit  facilities  usually  consist  of  a  hospital 
or  outpatient  clinic,  or  both,  and  personnel  to  manage  the  facility.  In  a 
real  sense,  the  service  unit  is  where  the  work  of  IHS  is  accomplished  in 
terms  of  the  goal  of  elevation  of  Indian  health  to  the  highest  possible 
level. 

Decentralization  is  the  espoused  management  philosophy  of  the 
current  director.  Decentralization  is  a  philosophy  which  requires 
decisions  to  be  made  by  local  management.  The  concept  of  decentrali- 
zation is  somewhat  controversial,  even  within  IHS. 

The  strength  of  decentralization  lies  in  the  fact  that  decisions  are 
made  at  the  same  level  where  the  information  and  expertise  are  located. 
Thus,  the  service  unit  and  area  office  directors  have  the  responsibility 
for  making  decisions  and,  theoretically,  have  the  information  with 
which  to  make  those  decisions.  This  flexibility  is  very  important  in  IHS 
since  the  various  area  offices  differ  so  much  from  one  another  in  terms 
of  cultural,  geographical  and  socio-economical  differences  among  the 
Indian  tribes. 

The  decentralization  concept  builds  in  flexibility  which  allows 
individual  responsiveness  to  unique  situations.  It  also  allows  personnel 
to  be  allocated  based  on  local  needs  which  can  be  identified.  Decentral- 
ization theoretically  increases  responsibility  and  the  freedom  of  indi- 
viduals at  the  local  level.  It  has  also  made  it  easier  to  set  priorities 
based  on  Indian  input  since  placement  of  responsibility  at  the  local 
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level  has  increased  the  "bottoms-up"  type  of  planning,  allowing  needs 
and  concerns  of  the  Indian  people  to  be  more  readily  incorporated  into 
the  planning  activities. 

On  the  negative  side,  many  individuals  view  decentralization  as 
implemented  by  IHS  as  an  abdication  of  responsibility  by  the  director 
of  IHS.  Specifically,  operation  of  headquarters  has  failed  to  issue 
policies  which  are  necessary  for  operation  of  the  area  offices  and  the 
service  units.  One  example  of  the  lack  of  policies  is  the  urban  Indian 
contract  care  issue.  No  written  policy  currently  exists,  delineating  the 
rights  of  urban  Indians  with  regard  to  contract  care  services.  In  the 
absence  of  a  policy,  the  various  service  units  have  refused  to  provide 
contract  care  funds  for  treatment  of  urban  Indians.  IHS  has  recently 
been  sued  for  their  refusal  to  provide  contract  care  services  for  urban 
Indians.  Based  on  this  suit,  contract  care  is  now  being  provided  for 
some  urban  Indians  until  a  written  policy  can  be  formulated  and 
published  in  the  Federal  Register.  The  lack  of  national  policy  forces 
the  service  unit  director  into  the  position  of  rejecting  medical  services. 
The  lack  of  policy  also  makes  it  difficult,  if  not  impossible,  for  indi- 
viduals or  groups  to  know  where  to  address  their  efforts  in  order  to 
strive  for  needed  changes  in  policy. 

The  other  major  set  of  problems  which  exists  because  of  decentral- 
ization revolves  around  the  area  office.  Additionally,  there  is  consider- 
able confusion  among  the  staff  in  the  area  office  as  to  the  definition  of 
their  roles.  Prior  to  decentralization,  the  area  office  personnel  performed 
as  directors  for  various  programs  which  were  carried  out  by  the  service 
unit.  In  this  role,  the  area  office  program  directors  actually  had  line 
responsibility  for  activities  in  various  service  units.  With  the  new  de- 
centralization concept  of  management,  the  role  of  the  area  office  staff 
has  been  changed  to  one  of  technical  assistance  and  program  evalua- 
tion. This  means  that  the  program  management  is  now  the  responsi- 
bility of  individuals  in  the  service  unit,  and  it  is  the  responsibility  of 
the  area  office  staff  to  provide  technical  assistance  and  program 
evaluation. 

However,  the  technical  expertise  at  the  service  unit  level  is  often 
equal  to  that  possessed  by  the  area  staff  personnel.  Also,  many  indi- 
viduals in  the  area  office  do  not  like  themselves  in  the  role  of  consultant 
and  often  try  to  direct  service  unit  personnel,  resulting  in  confusion 
and  morale  problems.  Lastly,  there  are  certain  decisions  that  cannot 
be  made  at  the  service  unit  or  area  office  level.  This  is  particularly  true 
for  budgetary  matters.  For  example,  contract  care  costs  were  pro- 
jected in  the  1976  budget  to  increase  by  9  percent,  and  instead  are 
increasing  at  a  rate  of  25  percent.  The  resolution  of  this  problem  in  I 
terms  of  additional  funding  cannot  be  accomplished  by  the  service  unit 
but  must  be  accomplished  at  headquarters  level. 

Other  problems  of  the  current  management  structure  are  that  it  does 
not  facilitate  the  transfer  of  knowledge  and  information  from  one  group 
within  IHS  to  another.  Innovative  programs  which  are  created  in  one  ! 
service  unit  are  usually  not  transferred  to  others.  Service  Unit  Director 
(SUD)  meetings  and  area  director  meetings  should  provide  for  an  I 
exchange  of  information.  The  reason  most  often  given  for  this  lack  of 
transfer  is  that  IHS  cannot  force  anything  upon  an  Indian  tribe. 
This,  however,  begs  the  question  since  no  identifiable  processes  are 
available  for  the  transfer  of  the  information. 


97 


Another  type  of  program  transfer  problem  exists  within  IHS.  The 
Office  of  Research  and  Development  is  charged  with  the  responsibility 
of  developing  new  programs  for  IHS.  This  group  continually  surveys 
IHS  management  individuals  and  Indian  tribes  to  determine  what 
the  problems  are  and  where  there  is  a  need  for  new  techniques,  ap- 
proaches and  systems.  After  evaluation  of  the  new  problems,  ORD 
develops  new  programs  to  respond  to  them.  The  new  programs  are 
generally  field  tested  at  the  Sells,  Arizona  service  unit  which  reports 
to  ORD  and  are  seldom  transferred  to  other  areas. 

The  current  structure  of  IHS  is  such  that  almost  no  "staff"  people 
are  available.  Staff  is  opposed  to  line  in  the  organizational  sense  that 
line  people  are  responsible  for  primary  health  delivery  services.  Since 
the  Federal  government  is  dedicated  to  maintaining  or  decreasing  the 
number  of  Federal  employees,  IHS  has  responded  in  a  logical  polit- 
ically astute  fashion  by  not  adding  additional  staff  personnel.  The  lack 
of  staff  personnel  has  hindered  and  continues  to  hinder  program 
implementation.  In  the  instances  mentioned  above  regarding  transfer 
of  programs,  the  presence  of  staff  who  were  responsible  for  IHS-wide 
implementation  would  have  facilitated  program  transfer.  Currently, 
there  is  no  mechanism  for  implementing  findings  of  ORD  or  to  imple- 
ment the  findings  in  a  service  unit. 

8.  Relationships  Within  IHS. — These  relationships  appear  to  cause 
little  if  any  problems.  In  fact,  there  seems  to  be  a  good  deal  of  support 
among  members  of  the  same  stratum.  The  relationship  problems  are 
vertical  in  nature;  that  is,  they  occur  between  levels  of  the  IHS 
hierarchy.  The  problems  appear  to  be  due  to  lack  of  definition  of 
responsibility  for  individuals  in  the  various  strata.  Communications 
are  often  blocked  or  do  not  occur  in  the  vertical  direction.  Thus, 
individuals  who  are  performing  work  at  service  unit  level  often  do  not 
inform  area  office  personnel  of  their  activities  and  vice  versa.  The  rank 
of  area  office  personnel  is  usually  higher  than  their  counterparts  in 
the  service  units,  adding  to  the  potential  for  conflict.  Therefore,  an 
informal  system  has  evolved  which  is  based  primarily  on  whom  an 
individual  knows.  In  many  cases,  service  unit  personnel  contact 
someone  in  the  area  office  who  they  feel  can  get  the  job  done  rather 
than  the  appropriate  employee  in  terms  of  job  description.  A  second 
kind  of  vertical  relationship  problem  exists  because  of  the  type  of 
person  recruited  for  service  unit  director.  Many  of  them  are  medical 
people  with  little  or  no  management  experience.  In  many  cases,  they 
are  expected  to  continue  to  perform  clinical  work  as  well  as  manage 
the  unit.  They  often  do  not  organize  the  unit  in  a  manner  conducive 
to  obtaining  input  from  or  information  out  to  unit  personnel. 

Another  problem  is  the  director's  strategy  concerning  complex 
issues  such  as  the  budget.  Strategical  information  which  could  be 
disseminated  throughout  the  organization  or  at  least  to  key  members 
is  withheld,  causing  indecisiveness  and  delays  around  lower  level 
management  decisions  which  deal  with  money. 

4.  Leadership. — At  both  headquarters  and  area  offices,  leadership 
is  generally  viewed  as  inadequate.  At  unit  level,  it  is  viewed  as  incon- 
sistent: some  places  very  good;  and  other  places  mediocre  or  poor.  The 
key  problem  at  headquarters  level  seems  to  be  lack  of  a  strong,  high- 
powered  staff,  exacerbated  by  the  fact  that  two  key  positions  have  not 
been  filled:  director  of  resource  coordination  (vacant  for  approxi- 
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mately  18  months)  and  deputy  director  (vacant  for  approximately 
12  months).  Dr.  Johnson  has  been  reluctant  to  fill  these  positions 
because  he  feels  that  priority  is  to  build  up  the  field  force,  and  that 
these  positions  are  unnecessary  if  the  area  directors  are  willing  to 
accept  the  responsibility  to  make  decisions.  One  example  of  lack  of 
headquarters  leadership  is  the  absence  of  specific  policies  to  deal 
with  the  urban  contract  care  issue,  the  issue  of  Indian  preference, 
and  the  Self-Determination  Act.  On  the  positive  side,  headquarters 
staff  continues  to  obtain  money  from  Congress  and  to  increase  the 
number  of  programs  IHS  is  administering. 

Leadership  capability  differs  widely  among  area  directors,  and  this 
is  an  acute  problem  in  decentralized  organization.  Headquarters  staff 
acknowledges  differences  among  area  directors  and  compensates  for 
less  qualified  ones  by  monitoring  them  and  their  programs  more 
closely.  It  is  apparent  that  as  a  group  the  area  directors  are  not 
seeking  out  or  supporting  new  and  innovative  activities  among  their 
service  units,  nor  are  they  pushing  the  unit  directors  to  develop 
creative  programs  for  health  care  delivery.  In  general,  the  area 
directors  tend  to  take  a  middle  of  the  road  stance  by  assuming  the 
role  of  advocate  for  the  service  unit  and  apologist  for  headquarters. 
Controversial  decisions  are  often  delayed.  There  is  an  apparent  reluc- 
tance of  the  area  directors  to  take  responsibility  for  managing  the 
system. 

The  service  unit  director  usually  provides  only  interim  leadership 
for  the  unit.  Most  unit  directors  are  physicians  and  not  trained  as 
managers.  Their  tenure  is  often  only  two  years  in  duration,  and  the 
first  year  is  usually  spent  as  a  clinician  in  the  unit.  During  the  second 
year  when  they  are  elevated  to  unit  director,  many  continue  to  per- 
form clinical  chores.  In  some  cases,  these  individuals  exhibit  remark- 
able leadership.  In  other  cases,  they  only  lead  the  fire-fighting 
activities.  The  turnover  problem  is  acute.  This  is  the  point  at  which 
the  majority  of  Indian  patients  interact  with  IHS,  and  the  situation 
is  not  stable  in  terms  of  continuity. 

5.  Management  processes. — There  are  several  management  processes 
which  facilitate  interaction  and  information  exchange  among  peer 
groups.  The  unit  directors  and  the  administrative  officers  of  the  service 
units  meet  with  area  directors  two  to  four  times  a  year.  Unit  directors 
meet  with  headquarters  once  a  year.  Area  directors  meet  as  a  council 
four  times  per  year.  These  meetings  allow  the  various  peer  groups  to 
share  their  experiences  with  each  other.  They  achieve  a  great  deal  in 
terms  of  informal  contacts  and  knowledge  of  the  system. 

Management  processes  appear  to  be  lacking  at  the  unit  level.  In- 
experienced unit  directors  are  expected  to  create  then  own  mechanisms 
for  dealing  with  their  personnel  and  unit  problems.  No  guidelines  are 
provided  regarding  the  frequency  of  meetings  or  the  types  of  people 
who  should  attend  staff  meetings,  etc.  At  the  area  office  level,  there 
are  no  management  processes  which  allow  area  directors  or  their  staff 
to  evaluate  individual  programs  implemented  at  various  service  units. 

At  headquarters  level,  there  is  little  evidence  of  the  effectiveness  or 
utilization  of  long  range  plans.  Indeed,  almost  the  entire  planning 
rocess  seems  to  be  focused  on  acceptance  of  the  subsequent  year's 
udget.  No  mechanism  exists  which  allows  for  the  creation  of  such 
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planning  tools.  There  is  no  director  of  job  applicants  maintained  in 
headquarters.  The  result  is  that  qualified  applicants  who  may  be 
rejected  in  one  area  are  not  known  to  other  areas  within  IHS. 

IHS  management  has  failed  to  provide  mechanisms  for  the  moni- 
toring of  contract  services.  The  impression  among  the  staff  of  IHS  is 
that  contract  services  for  hiring  technology  health  care  delivery  is 
good,  and  well  worth  the  money  (e.g.,  surgery  and  radiology).  For 
other  "services,  the  quality  is  poorer  than  that  provided  by  IHS  (e.g., 
obstetrics  and  gynecology).  Since  IHS  is  providing  the  funds  for 
contract  services,  it  is  imperative  for  processes  to  be  developed  for 
evaluating  these  services.  The  Billings  area  has  started  to  use  the  state 
Professional  Standards  Review  Organizations  to  review  their  contract 
services. 

6.  Rewards. — A  variety  of  rewards  are  available  to  IHS  personnel. 
These  include  salary  increases,  promotions,  recognition  rewards,  depart- 
mental awards,  medals,  and  superior  performance  awards.  In  some 
cases,  the  reward  is  additional  responsibility.  It  is  clear  from  the  high 
rate  of  turnover,  however,  that  the  reward  system  is  not  entirely 
appropriate.  The  major  problem  is  that  behavior  reward  is  not  con- 
sistent, differing  markedly  from  area  to  area.  In  some  cases  "boat 
rockers"  are  rewarded.  In  other  cases,  "yes  men"  are  rewarded. 

The  most  wanted  type  of  reward  is  one  of  recognition  for  a  job  well 
done.  Employees  feel  that  they  are  not  recognized  for  their  contri- 
bution by  either  their  superiors  within  IHS  or  the  Indian  people 
whom  they  serve.  Along  with  this  lack  of  recognition  is  the  lack  of 
career  development  for  professionals.  Considering  both  the  problems, 
good  people  find  little  incentive  to  remain  with  IHS. 

7.  Budget. — The  budget  is  created  on  an  annual  basis  by  a  "bottoms 
up"  planning  mechanism.  Each  service  unit  is  required  to  put  together 
an  emphasis  plan.  The  emphasis  plan  discusses  the  needs  of  each  unit 
in  excess  of  the  previous  year's  budget  allocation.  Emphasis  plans  from 
units  are  collated  by  the  area  offices  and  again  by  headquarters. 
These  plans  provide  the  framework  for  the  budget  proposal  to  be 
made  to  the  Department  of  Health,  Education,  and  Welfare,  and 
subsequently,  to  the  Congress. 

While  this  process  appears  to  be  a  good  way  to  develop  the  budget, 
it  has  several  shortcomings.  The  turn-around  from  the  development 
of  the  emphasis  plan  to  the  approval  of  the  budget  is  nearly  three 
years.  Thus,  individuals  submitting  the  emphasis  plan  may  never 
see  the  outcome  in  the  budget.  An  additional  problem  is  that  the 
emphasis  plan  is  predicated  primarily  on  the  previous  year's  budget. 
Thus,  changes  in  the  medical  needs  of  a  unit  can  reflect  only  a  small 
portion  of  the  budget.  This  tends  to  perpetuate  the  programs  which 
were  approved  in  the  previous  year's  budget. 

Congress'  appropriation  process  and  the  IHS  budgeting  process  are 
no  longer  appropriate.  The  entire  process  must  begin  to  take  into 
account  the  high  rate  of  inflation  for  contract  services  and,  more 
importantly,  it  must  take  into  account  the  additional  number  of 
patients  which  are  being  treated  by  IHS.  It  is  entirely  inappropriate 
that  a  sick  individual  should  not  be  treated  because  funds  are  not 
available.  Budgetary  constraints  are  in  direct  conflict  with  the  IHS 
goal  of  elevating  Indian's  health  care  to  the  highest  possible  level. 
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Individuals  within  IHS  are  threatened  by  memorandum  with  the 
possibility  of  fines  or  jail  sentences  if  they  overspend  their  budgets. 
This  type  of  threat  is  totally  inappropriate  for  an  organization  whose 
goal  is  improvement  of  health. 

Because  the  budgetary  process  is  ineffective  for  expanding  the  staff 
or  facilities,  new  hospitals  and  clinics  are  being  designed  and  built 
as  a  "last  ditch"  effort  to  obtain  these  needed  resources.  In  one  in- 
stance, a  hospital  has  a  documented  need  to  double  the  number  of 
nurses.  After  four  years,  the  nurses  still  were  not  provided.  In  another 
case,  a  new  hospital  will  be  only  one-third  larger  in  terms  of  beds,  but 
will  triple  its  nursing  staff. 

8.  Accountability. — Individuals  are  not  held  accountable  for  their 
performance  within  IHS.  Performance  evaluation  is  not  dependent 
upon  the  evaluation  of  an  individual's  actions  with  regard  to  this 
job.  Although  much  is  said  about  the  accountability  of  IHS,  there  is 
no  clear  definition  of  who  in  IHS  is  accountable  for  what.  In  fact, 
Dr.  Johnson  said  in  one  of  his  recent  testimonies:  "Clearly  we  know 
where  the  accountability  is.  It  cannot  rest  with  the  Indian  Health 
Service.  It  has  to  rest  with  the  Congress."  Even  if  this  is  true,  it  cannot 
justify  lack  of  individual  or  program  accountability  within  IHS. 
Performance  standards  also  are  lacking,  inhibiting  the  ability  to 
evaluate  an  individual's  actions. 

Service  unit  directors  believe  that  their  performance  will  be  eval- 
uated on  two  criteria:  1)  they  should  not  exceed  the  budget;  and  2) 
there  should  not  be  too  many  complaints  sent  to  the  area  office.  Area 
directors  are  evaluated  one  time  per  year  for  their  ability  to  meet  an 
operational  plan.  The  ability  to  remain  within  the  budget  and  the 
number  of  complaints  from  Indian  people  is  also  utilized  for  evaluation. 
In  both  cases,  evaluations  are  not  based  on  the  health  of  the  individuals 
for  whom  they  are  responsible.  The  lack  of  independent,  non-partisan 
evaluation  of  management  of  the  IHS  program  allows  it  to  serve  as 
its  own  judge  and  jury. 

These  conclusions  can  be  drawn  from  the  above  discussion: 

1.  The  major  goals  of  IHS  do  not  complement  one  another  and  need 
to  be  reconsidered  in  terms  of  today's  needs. 

2.  The  decentralized  structure  of  IHS  is  a  good  theoretical  concept, 
but  many  problems  remain  to  be  resolved  concerning  the  role  of  area 
offices  in  such  structures.  The  lack  of  staff  type  personnel  within  IHS 
makes  it  nearly  impossible  to  effectively  manage  such  a  large 
bureaucracy. 

3.  The  vertical  relationships  within  IHS  are  poorly  defined  and 
reflect  the  lack  of  defined  responsibility  at  each  level. 

4.  Leadership,  in  the  organizational  sense,  is  lacking  at  all  three 
levels.  This  is  best  reflected  by  the  lack  of  policies  and  the  lack  of 
a  highly  knowledgeable  staff  at  headquarters  level,  by  the  inability 
to  make  decisions  at  the  area  level,  and  by  the  lack  of  administrative 
experience  at  the  unit  level. 

5.  Almost  no  management  processes  are  available  to  aid  in  the  ver- 
tical integration  of  activities  within  IHS.  No  mechanisms  exist  for 
effective  interaction  with  groups  external  to  IHS  such  as  monitoring 
of  contract  services  and  interaction  with  universities. 

6.  The  rewarding  process  is  inconsistent  and  often  not  related  to 
creativity,  innovativeness  or  ability,  and  is  not  related  to  an  evaluation 
of  an  individual's  competence. 
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7.  The  budget  process  allows  almost  no  room  for  new  program 
expansion  at  the  service  unit  level.  Of  equal  importance,  the  Congres- 
sional appropriations  process  does  not  adequately  take  into  account 
the  rampant  inflation  for  contract  medical  services.  As  a  result,  the 
type  and  quality  of  health  care  is  limited. 

8.  There  is  little  accountability;  performance  standards  do  not  exist, 
or,  if  they  do,  are  not  used.  What  little  evaluation  is  done  is  based 
on  how  well  an  individual  or  group  meets  a  process-oriented  plan, 
and  is  not  based  on  the  level  of  health  care  delivered.  A  data  base 
exists,  but  is  not  used  for  determination  of  the  quality  of  services. 
There  is  no  provision  for  an  external  non-partisan  evaluation  of  the 
programs  which  is  developed  and  managed  by  IHS. 

RECOMMENDATIONS 

Indian  Health  Service  Management 

1.  The  goals  of  IHS  which  involve  elevation  of  Indian  health  to  the 
highest  possible  level  and  assisting  the  tribes  to  manage  their  health 
programs  should  be  changed.  A  more  appropriate  goal  statement 
which  integrates  the  concepts  covered  in  these  original  goal  statements 
is  "to  assist  Indian  people  in  elevating  their  health  to  the  highest 
level  they  can  seek." 

2.  Based  on  historical,  cultural  and  geographical  considerations, 
the  Task  Force  concludes  that  there  is  a  need  for  a  separate  Indian 
health  system.  However,  there  is  a  need  for  more  "hard"  data  regard- 
ing the  issue  of  segregation  versus  integration.  One  portion  of  IHS 
is  already  integrated  into  the  non-Indian  community — the  Portland 
Area — where  half  of  the  outpatients  and  all  of  the  inpatients  are  cared 
for  by  contract  care,  utilizing  private  physicians. 

To  provide  the  hard  data  needed  to  evaluate  the  comparative 
benefits  of  a  separate  versus  integrated  approach,  IHS  should  conduct 
an  indepth  comparison  of  the  Portland  area  with  another  comparable 
area,  measuring  such  factors  as  quality  of  care,  patient  satisfactions 
costs,  levels  of  health  and  tribal  participation  in  health  care.  These 
data  should  be  used  to  make  intelligent  decisions  which  can  be  doc- 
umented, regarding  the  benefits  of  a  separate  health  system. 

3.  The  management  structure  of  IHS  must  change  to  fit  the  present 
and  anticipated  needs  of  the  Indian  people.  The  major  change  which 
is  recommended  is  that  the  administrative  branches  of  the  area 
offices  be  reorganized.  Many  of  the  individuals  in  the  area  offices 
should  be  reassigned  to  the  service  units,  based  on  their  talents,  with 
new  job  functions  almost  entirely  devoted  to  program  and  project 
management.  This  would  provide  the  additional  "staff"  personnel 
which  are  so  desperately  needed  to  develop  management  systems,  to 
facilitate  communication  between  headquarters  and  the  service  units, 
to  transfer  technology  from  one  area  to  another,  to  monitor  programs 
and  contract  services,  to  develop  more  appropriate  budgeting  tech- 
niques, to  implement  R&D  programs,  to  develop  useful  management 
reports  based  on  actual  data,  and  to  provide  training  and  consultation 
to  tribes  wishing  to  contract  for  services. 

4.  The  service  unit  directors  must  receive  adequate  management 
training  before  being  assigned  to  the  post.  The  present  trend  toward 
non-medical  directors  is  indicative  of  the  need  for  good  leaders  in 
this  role.  Many  physicians  are  capable  of  filling  the  role  of  director 
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if  they  are  provided  appropriate  training  and  they  are  not  heavily 
involved  in  clinical  practice. 

H  5.  Position  descriptions  must  be  written  for  all  jobs  within  the  IHS 
management  structure.  These  descriptions  must  include  the  responsi- 
bilities for  the  position  in  terms  of  decision  making  and  policy  setting. 
If  some  decisions  or  policies  are  to  be  made  by  groups  of  individuals, 
these  must  be  clearly  defined  in  a  "charter"  document  for  that  group. 

6.  The  IHS  director  must  develop  equitable  and  consistent  rewards 
based  on  actual  job  performance.  A  peer  review  of  promotions  and 
rewards  (other  than  salary  increases)  should  be  implemented.  Thus,  a 
service  unit  director  would  implement  rewards  only  after  approval  by 
other  service  unit  directors  and  the  health  board  in  that  area.  IHS 
should  investigate  HMO  systems  to  determine  if  their  reward  system 
can  be  adopted  to  the  IHS. 

7.  The  budget  should  not  contain  a  "position"  limit.  This  type  of 
limitation  is  not  useful  since  the  monetary  aspects  of  the  budget  will 
necessarily  control  the  number  of  positions.  The  removal  of  position 
ceilings  has  been  successfully  accomplished  by  other  federal  agencies. 
This  new  IHS  budget  must  also  take  into  account  the  "guaranteed 
benefit  package"  that  is  discussed  elsewhere  in  this  report.  The  concept 
of  such  a  package  means  that  the  emphasis  plan  concept,  currently  in 
existence,  will  be  a  meaningful  way  to  develop  the  budget. 

8.  A  useful  data  system  which  allows  the  evaluation  of  the  effect 
of  a  program  must  be  assured.  Performance  standards  for  the  service 
unit  director,  the  clinical  director,  area  director,  and  director  of  IHS 
must  be  established.  Performance  standards  must  also  be  developed 
for  each  service  unit. 

Periodic  independent  auditing  of  the  programs,  the  service  units, 
the  area  directors,  and  headquarters  staff  performance  must  be  con- 
ducted by  the  General  Accounting  Office  to  evaluate  the  effectiveness 
and  efficiency  of  IHS  planning  and  management  efforts  in  relation  to 
produced  results.  Under  Section  236  of  the  Legislative  ^Reorganization 
Act  of  1960,  the  head  of  the  agency  under  evaluation  must  respond 
to  the  audit  findings  to  the  Government  Operations  Committee,  and 
the  appropriate  House  and  Senate  Appropriations  Committees.  The 
findings  of  the  audit  should  also  be  released  to  the  general  public  and 
appropriate  tribal  groups  at  the  same  time  the  agenc}^  is  notified.  In 
the  case  of  IHS,  response  should  be  required  by  the  House  and  Senate 
Interior  Insular  Affairs  Committees,  the  Senate  Labor  and  Public 
Welfare  Committee  and  the  House  Interstate  and  Foreign  Commerce 
Committee. 

9.  Continuing  training  of  all  IHS  personnel  should  be  a  requirement 
of  the  job  and  not  considered  as  a  reward.  Attendance  at  National 
professional  meetings  is  considered  appropriate  continuing  education. 

It  may  not  be  possible  to  implement  all  of  the  recommendations  iu 
this  section  simultaneously  but  it  is  strongly  suggested  that  a  single 
plan  to  implement  them  be  developed.  This  plan  should  include  times 
and  identify  the  persons  responsible  for  implementation.  It  is  the 
feeling  of  the  Task  Force  that  optimum  success  will  result  if  all 
recommendations  are  implemented.  Implementation  of  only  part  of 
the  recommendations  will  not  insure  the  best  management  for  IHS. 


Chapter  14 


Transportation  and  Access  to  Health  Care 

Transportation  and  accessibility 

Transportation  and  accessibility  to  health  facilities  is  a  major 
problem  in  several  parts  of  the  country.  In  parts  of  South  Dakota 
and  Montana,  the  distance  to  the  health  facility  can  be  sixty  miles 
one  way;  in  parts  of  California,  it  can  be  almost  600  miles;  and  in 
Alaska,  it  can  be  1,500  miles.  In  other  parts  of  the  country,  even  if  the 
distance  to  the  health  center  is  10  miles,  it  is  for  all  practical  purposes 
inaccessible  for  the  sick  Indian  person.  This  problem  is  further  aggra- 
vated by  the  high  unemployment  rate  and  poverty,  because  these 
result  in  relatively  small  numbers  of  people  having  an  automobile,  the 
only  mode  of  transportation  in  many  cases. 

In  most  tribes,  the  Community  Health  Representatives  (CHR)  do 
provide  patient  transportation.  The  Task  Force  hearings  and  other 
information  indicate,  however,  the  inadequacy  of  the  current  system. 
In  most  areas  the  CHR  is  the  primary  link  with  the  tribe,  and  as  such 
provides  a  multitude  of  services,  including  transportation.  However, 
looking  at  the  capabilities  of  most  CHR's  and  their  need  for  providing 
para-medical  services,  it  seems  that  their  serving  as  chauffeur  may 
not  be  the  best  use  of  their  time  and  ability.  Yet,  If  the  CHR's  do  not 
provide  this  service,  no  one  else  will  provide  it  either,  and  the  sick 
people  will  be  unable  to  get  to  the  health  centers  simply  because  of 
lack  of  transportation.  The  provision  of  transportation  by  CHR's  also 
proves  to  be  a  financial  strain  on  them  because  they  are  already  poorly 
paid.  The  Task  Force  survey  indicated  that  almost  20  percent  of  the 
CHR's  spend  $100-200  a  year  out  of  their  own  pockets,  and  66  percent 
spend  less  than  $100  a  year  out  of  their  own  pocket.  This  is  because 
of  insufficient  reimbursement  for  travel  by  the  Indian  Health  Service. 

The  Task  Force  also  found  that  many  tribes  did  not  have  access  to 
an  ambulance  in  case  of  emergency.  As  a  result,  the  CHR's  auto- 
mobile is  used  in  such  cases.  Often,  these  cars  are  not  insured.  This 
puts  a  great  deal  of  pressure  on  the  CHR,  who  on  the  one  hand  feels 
a  moral  commitment  to  take  the  patient  to  the  hospital;  and  on  the 
other  hand  Indian  Health  Service  does  not  cover  his  automobile 
liability  in  case  of  accident.  Such  a  situation  contributes  to  the  denial 
of  service  to  Indian  people  who  have  no  means  of  reaching  their 
health  facility. 

Issues 

1.  Distance  between  patients  and  health  care  facilities. — A  number  of 
tribes  live  in  remote  areas  where  it  is  not  possible  to  provide  permanent 
health  facilities.  On  the  other  hand,  health  care  has  to  be  provided  to 
those  requiring  the  services.  Unless  access  can  be  provided  to  health 
care  facilities,  the  level  of  Indian  health  cannot  be  improved. 
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2.  Inadequate  reimbursements  and  liability  insurance  for  CHR. — 
Many  CHR's  use  their  own  automobiles  to  transport  patients  to 
health  clinics.  However,  many  times  they  are  not  reimbursed  by 
Indian  Health  Service  for  out-of-pocket  expenses  because  of  shortage 
of  funds.  In  addition,  when  the  patients  are  transported  across  reserva- 
tion boundaries,  CHR's  are  not  covered  by  Indian  Health  Service  for 
liability  insurance. 

8.  Unavailability  of  ambualances. — Many  tribes  do  not  have  ambu- 
lances because  of  the  high  cost  of  owning  and  operating  one.  This 
contributes  to  the  lack  of  access  to  medical  service. 

4-  Insufficient  mobile  clinics. — Although  Indian  Health  Services 
does  have  some  mobile  clinics,  they  are  few  in  number  and  often  in- 
adequately equipped.  An  additional  constraint,  of  course,  is  the 
problem  of  staffing  such  a  clinic.  It  is  not  usual  to  staff  such  a  clinic 
with  a  physician.  This  means  an  adequate  communications  system 
must  also  be  available. 

5.  Discontinuation  of  NASA/HEW  satellite  experiment  in  Alaska. — 
During  1974-1975,  HEW,  in  association  with  NASA,  used  a  statellite 
communication  system  to  provide  health  care  to  remote  areas  in 
Alaska.  Under  this  system,  the  community  health  aides  could  com- 
municate with  physicians  and  specialists  in  Indian  Health  Service 
facilities  by  television.  This  system  improved  considerably  the  de- 
livery of  health  care  to  remote  villages.  This  experiment  was,  un- 
fortunately, discontinued  in  1975. 

RECOMMENDATIONS 

1.  Indian  Health  Service  should  negotiate  with  NASA  to  make  a 
satellite  television  channel  available  to  provide  communication  for 
remote  areas  in  Alaska  and  other  parts  of  the  nation. 

2.  Some  CHR's  should  be  trained  and  their  skills  upgraded  to  serve 
as  Physicians  Assistants.  They  could  then  take  some  of  the  patient 
load  off  the  doctors  who  could  then  spend  their  time  in  more  complex 
problems.  Another  group  of  CHR's  should  be  trained  to  become 
general  purpose  outreach  workers.  These  would  perform  a  variety  of 
functions,  including  provision  of  transportation  for  patients. 

3.  CHR's  who  are  charged  with  the  responsibility  of  transporting 
patients  should  be  reimbursed  fully,  and  adequate  automobile  accident 
liability  insurance  provided. 

4.  Ambulances  should  be  provided  to  tribes  where  justified.  Indian 
Health  Service  should  expand  their  program  to  contract  with  tribes 
for  provision  of  ambulance  services. 

5.  Indian  Health  Service  should  perform  an  overall  evaluation  of 
mobile  clinics  and  the  various  other  service  delivery  systems.  It  is 
recommended  that  since  permanent  facilities  cannot  be  provided  at  all 
locations,  a  mobile  clinic  network  could  be  developed,  so  as  to  make 
the  most  effective  use  of  limited  resources. 


Chapter  15 
Contract  Medical  Care 
eligibility  for  contract  care  services 

The  Indian  Health  Service  has  sought  to  provide  health  care  services 
to  Indian  people  primarily  by  building  and  staffing  local  health  care 
units  on  or  near  Indian  communities.  When  an  Indian  person  receives 
health  care  from  an  Indian  Health  Service  doctor  at  an  Indian  Health 
Service  facility,  he  receives  what  the  Indian  Health  Service  calls 
"direct  care."  Given  the  limitations  of  facilities,  personnel,  and 
money,  however,  it  is  obviously  impossible  for  the  Indian  Health 
Service  to  provide  the  full  range  of  necessary  medical  services  in  this 
way.  To  solve  this  problem,  the  Indian  Health  Service  is  authorized 
to  enter  into  contracts  with  other  individual  and  institutional  health 
care  providers  under  which  those  individuals  and  institutions  provide 
care  to  Indian  Health  Service  patients  and  are  reimbursed  for  their 
services  by  the  Indian  Health  Service.  Care  provided  by  non-Indian 
Health  Service  personnel  or  institutions  is,  in  Indian  Health  Service 
parlance,  "contract  care." 

The  Contract  Health  Services  (HS)  program  (Contract  Care)  is  the 
second  major  part  of  the  Indian  Health  Service  health  delivery 
system.  The  primary  function  of  CHS  is  to  purchase  medical  services 
that  Indian  Health  Service  hospitals  and  clinics  do  not  have  the  staff, 
equipment,  or  facilities  to  provide.  It  also  pays  for  emergency  pro- 
cedures, such  as  auto  accidents,  where  the  Indian  victim  is  rushed  to  a 
non-Indian  Health  Service  facility,  as  well  as  for  drugs  or  medical 
devices  that  Indian  Health  Service  cannot  supply  directly  to  its 
patients. 

On  some  reservations  served  by  Indian  Health  Service,  there  are  no 
Indian  Health  Service  direct  care  facilities  at  all.  In  those  places, 
Contract  Health  Services  is  used  as  a  complete  substitute  for  Indian 
Health  Services  hospitals  and  clinics.  Indian  Health  Service  staff 
authorizes  the  Indian  consumer  to  use  Contract  Health  Services 
services,  and  monitors  the  care  purchased.  For  example,  all  of  the 
in-patient  care  and  44%  of  the  outpatient  care  in  the  Portland  Area  is 
provided  by  non-Indian  Health  Service  providers  and  paid  for  out  of 
Contract  Health  Service  funds. 

On  the  other  hand,  the  Phoenix  and  Navajo  Areas  have  large 
Indian  medical  centers  with  staff  specialists  and  the  capability  of 
performing  more  complex  procedures.  Thus,  the  Service  Units  in 
those  areas  have  less  need  to  purchase  services  outside  of  Indian 
Health  Service.  The  actual  mix  between  direct  and  contract  care 
varies  from  service  unit  to  service  unit  and  area  to  area. 

Indian  Health  Service  has  established  both  "eligibility"  criteria  and 
"priority"  classifications  for  contract  care.  Because  the  amount  of 
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contract  care  funds  is  so  limited,  meeting  less  than  half  of  the  actual 
need,  the  criteria  and  classifications  are  more  restrictive  than  are  those 
for  any  other  Indian  Health  Service  service.  Priorities  address  medical 
problems.  First  priority  goes  to  emergency  services  and  to  essential 
medical  services.  Roughly,  these  are  provided  where  life  and  death 
are  at  stake.  The  next  priority  is  elective  medical  care  service — serv- 
ices to  treat  a  problem  that  may  leave  the  patient  with  an  impairment 
if  not  treated,  but  will  not  bring  on  rapid  death  (such  as  a  middle-ear 
operation  on  an  otitis  media  patient).  Those  who  fall  in  the  lower 
priorities  rarely  get  treated  since  contract  care  funds  are  usually  ex- 
pended on  the  first  priority  cases.  The  result  is  a  large  contract  care 
backlog.  The  establishment  of  the  guaranteed  benefit  package,  which 
would  include  contract  care  services,  would  eliminate  this  backlog, 
since  it  would  guarantee  services  to  each  eligible  person  who  had  a 
medical  need  for  a  procedure,  whether  provided  through  direct  or 
contract  care. 

However,  the  guaranteed  benefit  package  will  not  eliminate  the 
barriers  created  by  the  eligibility  criteria.  That  is,  an  Indian  must  be 
found  to  be  eligible  for  contract  care  before  she/he  will  obtain  the  bene- 
fits of  the  guaranteed  benefit  package  (or  under  existing  regulations 
before  determinations  on  priorities  are  made).  Under  existing  Indian 
Health  Service  procedures,  any  individual  who  is  a  member  of  a 
federally  recognized  tribe  may  receive  direct  care  at  any  Indian  Health 
Service  facility,  but  only  so-called  (by  the  Indian  Health  Service) 
"reservation  Indians"  are  eligible  to  be  considered  for  medical  services 
which  must  be  provided  through  the  contract  care  system. 

This  special  eligibility  criteria  for  contract  care  is  irrational,  applied 
inconsistently  by  Indian  Health  Service,  and  a  continual  source  of 
friction  among  Indians  and  Indian  Health  Service.  It  was  implemented 
by  Indian  Health  Service  solely  as  a  desperate  effort  to  conserve  the 
extremely  limited  contract  care  money  it  receives.  It  is  the  position  of 
the  Task  Force  that  the  distinction  between  so-called  "on"  and  "off" 
reservation  Indians  must  be  abolished.  When  the  guaranteed  benefit 
package  is  put  in  place,  it  will  cover  all  contract  care  as  well  as  direct 
care  services.  At  that  time  all  federally  recognized  Indians  who  go  to 
an  Indian  Health  Service  facility  must  be  entitled  to  the  full  benefit 
package;  and  in  budgeting  for  the  benefit  package,  Indian  Health 
Service  must  be  required  to  count  all  federally  recognized  Indians. 
Until  the  package  is  put  in  place.  Congress  should  instruct  Indian 
Health  Service  to  eliminate  any  distinctions  based  on  residency  and 
should  provide  sufficient  funding  to  the  contract  care  program  so 
there  will  no  longer  be  a  need  for  the  arbitrary  and  artificial  distinc- 
tions that  have  developed. 

LEGAL  BACKGROUND 

The  issues  surrounding  the  "on"  versus  "off"  discrimination  for 
contract  care  were  brought  to  a  head  through  a  series  of  law  suits  filed 
against  Indian  Health  Service.  On  March  29, 1976,  in  the  cases  of  Arthur 
Lewis  v.  Weinberger  and  Gwendolyn  Lewis  v.  Weinberger,  Civil  Num- 
ber 74-524B  and  74-526B  (hereafter  referred  to  as  the  Lewis  case), 
the  United  States  District  Court  for  the  District  of  New  Mexico  en- 
joined the  Indian  Health  Service  from  continuing  to  deny  to  so-called 
"off -reservation  Indians"  consideration  for  medical  services  which 
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must  be  provided  through  the  contract  care  programs,  on  the  grounds 
that  the  policy  was  ineffective  because  the  Indian  Health  Service  has 
failed  to  properly  publish  it  as  required  by  the  Administrative  Pro- 
cedure Act.  The  Indian  Health  Service  has  indicated  that  it  will  appeal 
the  decision,  but  that  it  will  also  publish  formal  regulations  as 
soon  as  possible. 

While  it  is  still  not  known  what  the  contents  of  the  final  regulations 
will  be,  the  most  recent  draft  by  Indian  Health  Service  indicates  that 
they  will  continue  the  basic  distinction  between  Indians  living  "on  or 
near"  reservations  and  those  Indians  living  "off  reservations."  The 
most  recent  draft  of  specifications  for  regulations  submitted  by 
Indian  Health  Service  to  the  Health,  Education,  and  Welfare  General 
Counsel,  read  as  follows: 

"Eligibility.  A  person  may  be  regarded  as  eligible  to  receive  contract  care  from 
the  Indian  Health  Service  if  the  individual  is  not  otherwise  excluded  therefrom 
by  law  and : 

(a)  Is  Indian  or  Alaska  Native  who: 

(1)  Resides  on-reservation,  or  in  the  State  of  Alaska  or  traditional  Indian 
country  in  the  State  of  Oklahoma, 

(2)  Resides  near-reservation  and  is  a  member  of  the  tribe  or  tribes  located  on 
that  reservation. 

Definitions 

Near  Reservation — (a)  A  county  which  includes  all  or  part  of  a 
reservation,  or  a  county  which  adjoins  or  has  a  common  boundary 
with  a  reservation,  or  (b)  Areas  or  communities  adjacent  or  contiguous 
to  reservations  which  are  recommended  by  the  tribal  governing  body 
of  the  reservation  and  accepted  by  the  Director,  Indian  Health 
Service,  in  lieu  of  "near"  as  defined  in  (a)  above,  as  locales  appro- 
priate for  the  extension  of  contract  care.  Determination  of  accepta- 
bility of  these  locales  will  be  based  upon  these  general  criteria: 

1.  Number  of  Indian  people  native  to  the  reservation  residing 
in  the  area, 

2.  designation  by  the  tribal  governing  body  that  their  members 
residing  in  the  area  are  socially  and  economically  affiliated  with 
their  respective  tribe, 

3.  geographical  proximity  of  the  area  to  the  reservation,  and 

4.  administrative  feasibility  of  providing  an  adequate  level  of 
service  to  the  area.  The  Director,  Indian  Health  Service  shall, 
upon  accepting  such  area  or  communities  recommended  by  the 
tribal  governing  body,  publish  the  designation  in  the  Federal 
Register. 

Special  provisions  are  also  made  for  students  and  other  transients 
who  have  left  the  reservation  vicinity  for  fixed  temporary  periods.  In 
sum,  the  tentative  proposed  regulations  would  restrict  contract  care 
eligibility  to  Indians  living  on  reservations  or  Indian  land  and  to 
those  Indians  who  live  near  their  own  reservations. 

The  Lewis  case  is  one  of  a  growing  number  of  lawsuits  challenging 
the  limitations  Indian  Health  Service  has  placed  on  eligibility  for 
contract  care.  Publications  of  new  regulations  will  likely  increase  the 
number  of  law  suits  being  filed  since  the  objective  of  the  suits  is  to 
determine  whether  Indian  Health  Service  has  the  right  to  limit 
contract  care  eligibility  on  the  basis  of  the  residency  of  the  Indian 
needing  medical  care. 
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Indian  Health  Service  has  not  established  eligibility  barriers  because 
it  does  not  want  to  serve  "off -reservation"  Indians.  (Indian  Health 
Service  provides  direct  care  services  to  this  group  so  long  as  they 
appear  at  an  Indian  Health  Service  facility.)  Nor  are  the  barriers 
based  on  any  legislative  limitations  imposed  by  Congress,  since 
Congress  has  never  legislatively  recognized  any  distinction  among 
Indians  based  on  residence.  Rather,  the  barriers  are  response  by 
Indian  Health  Service  to  the  severely  limited  amount  of  contract 
care  monies  made  available  to  them:  a  well-intended,  if  not  rational 
or  equitable,  effort  to  allocate  insufficient  funds  among  their  service 
population. 

The  justification  for  the  proposed  and  the  present  Indian  Health 
Service  policy  on  contract  health  care  is  contained  in  a  memorandum 
called  "Clarification  and  Explanation  of  Indian  Health  Service  Policy 
on  Contract  Health  Services"  dated  April  18,  1973,  and  repeated 
in  the  specifications  for  the  proposed  regulations.  The  operative 
portion  of  the  memorandum  reads  as  follows: 

Many  Indian  people  choose  to  leave  these  areas  in  which  Indian  Health  Service 
services  delivery  systems  are  maintained,  to  make  their  homes  in  places  where 
health  resources  and  programs  serving  the  general  public  are  located  and  are 
accessible  to  the  Indian  people  on  the  same  basis  as  to  other  citizens.  Therefore, 
under  the  present  level  of  contract  funding,  such  Indians  are  not  provided  with 
services  which  require  the  expenditure  of  contract  health  funds,  since  they  have 
access  to  alternative  health  resources  and  programs  on  the  same  basis  as  anyone 
else.  This  is  necessary  to  conserve  funds  for  contract  health  services  to  those  who 
live  in  the  areas  served  by  the  Indian  Health  Service  health  services  delivery 
systems.  However,  should  Indian  people  who  have  moved  beyond  areas  served 
by  the  Indian  Health  Service  health  services  delivery  systems  choose  to  seek 
care  at  an  Indian  Health  Service  facility,  they  will  receive  care  to  the  extent  that 
the  facilities,  staff,  and  physical  plant  can  provide  it. 

As  pointed  out  by  plaintiffs'  attorneys  in  the  various  contract  care 
lawsuits,  this  justification  provides  very  weak  support  for  the  Indian 
Health  Service  policy.  (See  the  discussion  below.)  This  makes  the 
Indian  Health  Service  eligibility  criteria  highly  susceptible  to  a  ju- 
dicial finding  that  the  policy  is  illegal  because  the  reservation/off- 
reservation  classification  is  not  well  founded  in  the  legal  sense,  meaning 
the  classification  has  no  rational  relationship  to  any  legitimate  objec- 
tives of  the  Indian  Health  Service  consistent  with  the  Snyder  Act. 

The  eligibility  requirement  of  the  contract  care  policy  is  seen  by 
Indian  Health  Service  as  a  technique  to  conserve  the  limited  funds 
available  for  contract  care,  by  denying  eligibility  for  consideration  to 
persons  who  theoretically  have  access  to  alternative  resources.  Stated 
in  this  manner,  this  appears  to  be  a  rational,  legitimate  objective  when 
the  needs  of  a  population  are  greater  than  the  money  available  to 
satisfy  those  needs. 

The  question,  then,  is  whether  the  reservation/off-reservation  clas- 
sification bears  a  reasonable  relationship  to  the  access  an  Indian  may 
have  to  alternative  resources.  In  non-legalistic  terms,  does  the  fact  of 
residence  on  or  off  a  federally-recognized  reservation,  by  itself,  tell  the 
Indian  Health  Service  anything  significant  which  relates  to  the  achieve- 
ment of  this  objective?  A  careful  reading  of  the  policy  statement  set 
out  above  reveals  that  the  reservation/off-reservation  classification  is 
based  on  certain  fundamental  assumptions  which  have  been  found 
erroneous. 
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The  policy  assumes  that  alternative  resources  are  not  available  to 
Indian  people  living  on  a  federally-recognized  reservation,  and  are 
available  to  those  Indian  people  who  live  elsewhere.  This  implies  that 
an  individual  who  does  not  live  on  a  federally-recognized  reservation 
lives  in  an  urban  area,  and  also  that  urban  areas  have  alternative 
medical  resources  which  will  actually  be  available. 

However,  the  availability  of  alternative  resources  does  not  depend 
on,  or  even  relate  to,  residence  on  or  off  a  reservation.  Many  of  the 
resources  may  or  may  not  be  available  to  a  particular  person,  depend- 
ing on  the  person's  individual  situation:  if  he  is  a  veteran,  he  can  get 
medical  care  through  the  Veteran's  Administration;  if  he  is  a  depend- 
ent of  someone  serving  in  the  armed  forces,  he  can  probably  get 
medical  care  from  that  source;  if  he  has  a  job,  he  may  or  may  not 
have  employee  health  insurance  benefits,  and  he  may  or  may  not  make 
enough  money  to  cover  the  cost  of  the  needed  medical  services;  if  he 
has  purchased  accident  insurance  and  his  medical  needs  relate  to  in- 
juries sustained  in  an  accident,  he  can  get  health  benefits  under  his 
insurance.  The  point  is  not  whether  or  not  these  resources  should  be 
exhausted  before  the  necessary  services  are  provided  by  the  Indian 
Health  Service,  but  that  whether  or  not  these  resources  are  available 
to  an  individual  depends  on  personal  circumstances  which  have  nothing 
to  do  with  whether  or  not  he  lives  on  a  reservation. 

The  other  kinds  of  alternative  resources  are  the  various  state, 
county,  and  federal  welfare  programs.  As  with  the  other  alternative 
resources,  the  availability  of  medical  care  through  them  depends  on 
various  individual  factors,  e.g.,  income,  age,  family  situation — which 
does  not  depend  on,  or  even  relate  to  whether  or  not  one  resides  on  a 
reservation.  It  is  true,  of  course,  that  to  be  eligible  for  county  and 
state  welfare  programs,  one  must  be  a  resident  of  the  particular  county 
or  state ;  however,  Indian  people  living  on  a  reservation  are  considered 
residents  of  the  state  and  county  in  which  the  reservation  is  located 
and  are  entitled  to  all  state  and  federal  benefits  on  an  equal  basis  with 
Indians  who  live  off  reservation. 

In  application,  the  Indian  Health  Service  policy  becomes  absurd. 
Presently,  the  Albuquerque  Area  defines  a  "reservation  Indian"  as  an 
Indian  individual  who  belongs  to  a  tribe  or  pueblo  which  is  located 
within  its  boundaries,  even  if  the  person  may  actually  be  living  in 
Albuquerque.  Thus,  the  area  has  placed  itself  in  the  position  of  saying 
that  alternative  resources  in  Albuquerque  are  not  available  for  an 
Indian  person  from,  for  instance,  San  Felipe  Pueblo,  but  are  available 
for  an  Indian  person  from,  for  example,  one  of  the  Oklahoma  tribes, 
even  though  both  live  on  the  same  block  in  Albuquerque.  It  is  diffi- 
cult to  imagine  any  factual  basis  for  this  paradoxical  assumption. 

Arthur  Lewis,  the  named  plaintiff  in  the  Lewis  case,  is  a  Choctaw 
Indian  who  lives  two  miles  from  the  Taos  Pueblo  in  New  Mexico. 
Under  the  proposed  Indian  Health  Service  policy,  Mr.  Lewis  does  not 
five  near  the  reservation  of  his  tribe  and  would,  therefore,  be  ineligible 
for  contract  care,  while  a  Taos  Indian  living  in  the  next  house  would 
be  eligible.  Again,  while  there  may  be  differences  between  Mr.  Lewis 
and  his  neighbor,  none  of  them  have  anything  to  do  with  their  relative 
geographic  or  financial  access  to  alternative  sources  of  medical  care. 

As  long  as  Indian  Health  Service  continues  to  defend  its  policy  with 
the  existing  justification,  it  would  appear  to  be  susceptible  to  a  court 
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finding  that  the  policy  is  irrational  and,  therefore,  in  violation  of  the 
equal  protection  clause.  The  actual  basis  for  Indian  Health  Service 
policy,  it  appears,  is  that  Indian  Health  Service  has  sought  to  allo- 
cate its  limited  contract  care  funds  in  a  manner  that  it  believes  is 
responsive  to  the  wishes  of  Congress  and  the  Indian  leaders  who 
appear  before  Congress.  Since  Congress  has  never  addressed  the  issue 
head  on,  the  inconsistency  in  the  Indian  Health  Service  policy  reflects 
the  inconsistent  ad  hoc  signals  it  has  been  receiving  from  Congress. 

Historically,  the  development  of  the  contract  care  program  had 
little  to  do  with  geographical  access  to  medical  care.  Rather,  it  grew 
out  of  the  Indian  Health  Service  direct  care  program;  when  Indian 
Health  Service  could  not  provide  a  particular  service  at  its  own  direct 
care  facilities,  it  could  not  turn  the  patient  away  to  obtain  the  care 
of  his  or  her  own.  Medical  responsibility  required  that  Indian  Health 
Service  follow  through  by  arranging  for  care  through  a  non-Indian 
Health  Service  provider.  Thus,  the  development  of  the  contract  care 
program  was  a  rational  and  admirable  outgrowth  of  the  Indian  Health 
Service  program  for  Indians  that  had  nothing  to  do  with  where  the 
Indian  patient  lived. 

However,  as  the  demand  for  contract  services  (as  part  of  the  greater 
use  of  Indian  Health  Service  in  general)  and  the  costs  of  private 
medical  services  escalated,  Indian  Health  Service  has  been  forced  to 
make  certain  hard  decisions  on  the  allocation  of  contract  care  support. 
(Until  the  late  1960's,  there  was  no  distinction  between  "on  and  near,; 
and  "off -reservation' ■  Indians.  For  example,  Mr.  Lewis,  the  plaintiff 
in  the  Lewis  case,  received  contract  care  services  in  1967,  even  though 
he  lived  at  the  same  location  as  he  did  when  Indian  Health  Service 
denied  him  services  in  1973.)  The  Indian  Health  Service  decision  was 
to  foreclose  contract  care  services  to  off -reservation  Indians.  (There 
was  no  need  to  foreclose  direct  care  services  to  this  group  since  Indian 
Health  Service  wished  to  serve  as  many  Indians  in  need  as  was 
possible  and  the  incremental  costs  of  serving  a  few  more  persons  in 
a  direct  care  facility  are  more  tolerable.)  While  Indian  Health  Service 
headquarters  published  no  program-wide  policy  indicating  these 
limitations,  each  area  office  established  its  own  set  of  eligibility  re- 
quirements for  contract  care. 

While  there  is  no  direct  evidence  as  to  why  Indian  Health  Service 
decided  to  use  residency  as  the  basis  for  allocating  contract  care  re- 
sources, it  appears  that  it  was  responding  to  a  belief  that  Congress 
saw  the  reservation  Indians  as  the  primary  target  of  federal  Indian 
programs.  Historically,  federal  Indian  policy  was  focused  on  the 
reservation  because  in  the  early  days,  that  is  where  almost  all  of  the 
federally-recognized  Indian  population  was  located.  During  the  Ter- 
mination Era  and  the  Relocation  Program,  the  federal  policy  objec- 
tive was  to  move  Indians  to  urban  areas  where  they  would  assimilate, 
so  the  Federal  government  would  no  longer  have  to  address  their 
unique  rights  and  needs  as  Indians.  While  the  Termination  Era  policies 
have  been  repudiated,  Congress  has  yet  to  fashion  an  Indian  policy 
that  deals  consistently  with  a  varied  Indian  residency  pattern;  with 
some  living  on  reservations,  others  in  rural  areas  not  on  reservations, 
and  others  in  urban  areas.  At  least  for  the  contract  care  program, 
there  are  compelling  reasons  why  Congress  should  direct  Indian 
Health  Service  to  serve  any  Federally-recognized  Indian  who  seeks 
services  at  an  Indian  Health  Service  facility.  These  reasons  include: 
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1.  Indian  Health  Service  presently  provides  direct  care  services  to 
any  federally-recognized  Indian,  regardless  of  residency,  who  comes 
to  an  Indian  Health  Service  facility.  This  is  a  rational  and  appropriate 
policy.  Yet,  if  the  Indian  Health  Service  doctor  determines  that  the 
direct  care  patient  who  lives  off  the  reservation  needs  additional 
medical  care,  care  which  is  not  available  within  Indian  Health  Service, 
the  doctor's  hands  are  tied.  This  means  abandoning  a  patient  in  the 
middle  of  treatment  and  sending  him  out  on  his  own  to  locate  the 
needed  care.  This  may  violate  medical  ethics,  and  could  subject 
Indian  Health  Service  to  lawsuits  on  the  grounds  of  abandonment, 
and  puts  both  the  patient  and  the  doctor  in  an  untenable  position. 

2.  It  will  be  extremely  difficult  to  develop  a  policy  based  on  resi- 
dency which  can  withstand  an  equal  protection  lawsuit.  Even  if  the 
justification  for  the  policy  is  that  the  Federal  government's  primary 
concern  is  with  reservations  and  tribal  development,  the  numerous 
unique  situations  that  exist  from  tribe  to  tribe  would  require  so  many 
exceptions  to  a  central  policy  that  the  policy  will  become  very  difficult 
to  defend  as  equitable — the  Pueblos  whose  service  area  really  includes 
Albuquerque,  the  Portland  tribes  which  have  no  direct  care  facilities 
and  must  rely  completely  on  contract  care,  the  lack  of  reservations  in 
Alaska  and  Oklahoma,  etc.  These  situations  will  make  the  policy 
highly  susceptible  to  equal  protection  challenges  and  Indian  Health 
Service  will  be  faced  with  a  host  of  lawsuits  until  the  validity  of  each 
exception  is  fully  litigated. 

3.  The  dichotomy  between  "reservation"  and  "off -reservation" 
Indians  is  a  simplistic  and  artificial  one.  The  fact  that  Indians  are 
living  in  a  non-reservation  area  clearly  does  not  mean  they  have  ex- 
tinguished their  ties  to  their  tribe  or  reservation.  An  extremely  large 
percentage  of  Indians  moves  back  and  forth  between  reservations  and 
non-reservation  areas.  Because  of  the  high  unemployment  rate  on 
reservations,  many  Indians  have  to  move  to  non-reservation  areas  to 
find  employment;  but  they  will  return  home  as  soon  as  there  are  em- 
ployment opportunities  on  the  reservation.  This  flow  pattern  has 
assisted  tribes  in  that  it  has  enabled  Indians  to  obtain  more  varied 
skills  and  experiences  that  ultimately  benefit  the  tribe.  Denying  con- 
tract care  on  the  basis  of  residence  discourages  Indians  from  migrating 
to  areas  with  employment  opportunities.  Also,  since  those  Indians  may 
soon  be  living  on  the  reservation  again,  their  medical  problems  will 
again  be  Indian  Health  Services'  responsibility.  The  fact  that  the 
"off  reservation"  Indians  return  to  an  Indian  Health  Service  facility 
to  seek  care  is  a  clear  indication  that  they  have  not  severed  their 
Indian  ties. 

4.  The  Federal  government  cannot  shirk  its  responsibility  for 
health  care  to  this  segment  of  the  population,  since  many  of  their 
health  problems  began  when  they  lived  on  the  reservation  and  resulted 
from  the  years  of  living  under  the  depressed  and  unhealthy  conditions 
that  have  been  permitted  to  continue  there.  Since  the  Indians  carry 
the  health  burdens  produced  by  those  conditions  with  them  when 
they  leave  the  reservation,  it  is  appropriate  that  they  should  also  be 
permitted  to  carry  their  Indian  health  right  with  them  when  they 
leave.  The  Federal  government  should  not  take  the  position  that  it 
can  wash  its  hands  of  those  problems  just  because  the  person  has  moved 
a  few  hundred  miles. 


112 


(The  case  for  eliminating  the  distinction  between  urban  and  reserva- 
tion Indians  is  made  more  fully  in  the  report  by  the  Urban  Indian 
Task  Force.) 

5.  Finally,  the  fiscal  aspect  of  the  issues  is  soon  going  to  be  moot. 
With  the  passage  of  a  National  Health  Insurance  program,  the  Federal 
government  will  insure  that  all  citizens  have  a  right  to  financial  access 
to  health  care.  Indians  living  off  of  their  reservations  will  undoubtedly 
then  have  the  financial  means  to  purchase  private  health  care.  Whether 
they  obtain  that  care  on  their  own  or  through  the  Indian  Health 
Service  contract  care  program,  the  financing  will  probably  still  come 
through  the  National  Health  Insurance  mechanism. 

Indian  Health  Service  regulations  should  permit  federally-recog- 
nized Indians  throughout  the  United  States  to  use  their  National 
Health  Insurance  benefits  through  Indian  Health  Service  contract 
care  if  they  desire  to  do  so.  The  financial  consequences  will  be  the 
same,  but  it  will  permit  Indians  who  have  had  to  leave  their  reserva- 
tions, to  maintain  legal  ties  to  their  Indian  rights  and,  thus,  to  their 
Indian  community.  Since  the  financial  consequences  are  the  same,  the 
foremost  consideration  becomes  the  issue  of  Indians  being  able  to 
retain  their  Indian  rights  and  Indian  way  of  life.  The  regulations 
should  permit  those  Indians  that  choose  to  do  so,  to  be  eligible  to 
use  Indian  Health  Service  contract  care  as  their  delivery  system. 

RECOMMENDATIONS 

1.  Since  in  a  few  years,  financial  access  to  health  care  will  be  available 
for  all  Americans,  since  the  distinction  between  Indians  living  on  and 
off  of  reservations  is  divisive  and  artificial,  and  since  the  difficulty 
of  developing  defensible  regulations  distinguishing  between  the  rights 
of  on  and  off  reservation  Indians  promises  to  keep  Indian  Health 
Services  tied  up  in  litigation  for  years  to  come,  it  is  the  recommenda- 
tion of  the  Task  Force  that  Indian  Health  Service  regulations  make  all 
federally-recognized  Indians  eligible  for  contract  care,  and  that  the 
funding  provided  Indian  Health  Service  reflect  the  federal  obligation 
to  give  services  to  this  population.  While  the  cost  will  not  be  great  and 
should  only  continue  for  a  few  years,  until  National  Health  Insurance 
is  in  place,  the  benefits  to  Indian  Health  Service  and  to  the  Indian 
community  strongly  argue  for  such  a  policy. 

2.  The  only  relevant  question  for  eligibility  should  be  whether  a 
particular  person  is  eligible  for  Indian  Health  Services  at  all — i.e., 
whether  he  or  she  is  an  Indian  member  or  descendant  of  a  federally- 
recognized  tribe.  Once  that  is  established,  then  the  question  becomes 
one  of  medical  need  and  actual  availability  of  alternative  resources — 
the  priority  criteria  which  are  already  being  routinely  applied  by  the 
Indian  Health  Service. 

Congress  must  relieve  Indian  Health  Service  and  Indians  of  the 
dilemma  imposed  upon  contract  services  by  fulfilling  its  obligation  to 
Indian  people. 

3.  Indian  Health  Service  should  be  required  to  review  its  contract 
care  program  in  order  to  find  ways  to  conserve  its  contract  care  funds. 
Testimony  to  the  Task  Force  indicated  that,  at  present,  Indian  Health 
Service  is  not  getting  the  most  for  its  contract  care  money.  For  ex- 
ample, little  effort  appears  to  have  been  made  to  use  Indian  Health 
Service  purchasing  power  to  bargain  for  lower  rates  from  medical 
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facilities.  HMO's,  Blue  Cross  and  other  major  purchasers  of  care  are 
able  to  obtain  lower  rates  from  hospitals  on  the  basis  that  they  are 
large  purchasers  of  service  and  that  they  guarantee  payment  to  the 
hospital.  Indian  Health  Service  appears  not  to  do  so  and  ends  up 
paying  more  for  its  contract  care  patients  than  it  needs  to.  For  ex- 
ample, at  the  Bernalillo  County  Medical  Center,  Indian  Health  Serv- 
ice pays  the  average  daily  rate  for  all  patients  at  the  hospital  and, 
therefore,  gains  no  benefit  from  its  purchasing  power. 

4.  The  review  should  also  consider  whether  there  are  certain  services 
now  purchased  through  contract  care  which  could  be  provided  more 
economically  through  direct  care.  For  example,  in  the  Albuquerque 
Area,  eye  care  was  the  most  common  reason  for  the  provision  of 
contract  care.  It  might,  therefore,  be  more  economical  for  Indian 
Health  Service  to  employ  its  own  opthamologist. 


Chapter  16 
Training  and  Technical  Assistance 

One  of  the  chief  weaknesses  in  the  IHS  system  is  a  continual  shortage 
of  qualified  personnel.  Because  of  low  salaries,  inferior  housing, 
geographic  isolation  and  the  barrier  of  language,  it  is  difficult  to 
attract  high-quality  non-Indians  to  the  work.  There  is  rapid  turnover 
among  those  who  do  come.  Not  enough  Indians  have  the  professional 
and  semi-professional  skills  required  for  most  health  work.  The 
Service  is  also  weak  in  administrative  and  managerial  staffing. 

In  order  to  acquire  greater  numbers  of  qualified  personnel  in  all  of 
these  categories,  IHS  established  the  Desert  Willow  Training  Center 
in  1968;  the  Santa  Fe  Training  Center  in  1969;  and  the  Black  Hills 
Training  Center  in  1975.  The  Santa  Fe  Center  specializes  in  nutrition, 
dietetics  and  food  production,  while  Desert  Willow  and  Black  Hills 
offer  a  wide  range  of  training  programs. 

These  latter  two  centers  are  designed  to  provide  technical,  medical 
skills  as  well  as  managerial  skills.  Their  long  range  goal  is  to  train 
American  Indians  to  man  and  manage  their  own  health  delivery 
systems.  As  IHS  phrases  it,  "to  aid  in  the  transition  of  program 
decision-making  and  operation  from  non-Indian  health  professionals 
to  the  Indian  people."  So  that  these  trained  people  could  in  turn  carry 
on  training  in  their  own  communities,  the  center  would  in  addition 
"develop  and  provide  training  courses,  technical  guidelines  and  field 
services." 

The  stated  goals  are  impressive;  their  implementation,  however,  has 
never  been  carried  out  on  a  comprehensive  enough  scale  to  alleviate 
the  many  staffing  problems  which  IHS  continues  to  have.  The  ideal 
program  is  a  decentralized  one  which  offers  training  on  the  reservation 
where  Indians  live,  and  which  is  geared  to  specific  local  needs.  The 
distant,  broadly-conceived  IHS  training  programs  presentty  in  opera- 
tion do  not  begin  to  meet  these  needs. 

These  are  the  courses  offered  at  Desert  Willow  to  IHS  employees, 
Public  Health  Service  personnel,  and  Indians: 

1.  Introduction  to  Allied  Health  Skills.  This  is  a  three-week  course 
designed  to  train  Community  Health  Representatives  in  basic  health 
skills  such  as  emergency  life-support  procedures,  measurements  of 
vital  signs,  and  basic  techniques  in  nutrition,  environmental  health, 
maternal  and  child  health,  and  home  care  of  the  chronically  ill  or 
elderly. 

2.  Basic  Environmental  Health  Program.  This  is  a  two-week  course 
designed  for  those  who  have  completed  the  basic  course.  It  covers 
the  development  of  public  health,  disease  transmission,  and  the 
various  factors  in  the  environment  which  affect  the  health  of  the 
individual,  family,  and  community. 
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3.  Maternal  and  Child  Health  Training  Program.  The  course  is  open 
to  those  who  have  completed  basic  course  1,  and  focuses  on  the  im- 
portance of  the  health  team  approach  in  preventing  health  problems 
and  creating  a  positive  attitude  of  the  community  toward  the  program. 

4.  Advanced  Maternal  and  Child  Health.  This  one-week  course  is 
designed  to  help  the  CHR  develop  programs  based  on  community 
needs. 

5.  Food  Service  Supervisor  Course  I.  This  one-year  course  offers 
four  months  of  classroom  training  at  the  Center  and  eight  months 
on-the-job  training  under  the  supervision  of  a  registered  dietitian. 

6.  Food  Service  Supervisor  Course  II.  This  course  is  open  to  those 
who  have  a  certificate  from  an  IHS  food  production  course;  who 
demonstrate  leadership  ability  and  the  application  of  skills  obtained  in 
previous  courses;  and  have  a  knowledge  of  basic  math. 

7.  Food  Production  Course  I. 

8.  Food  Production  Course  II. 

9.  Food  Production  Course  III. 

10.  Nutrition  Communications  Course  is  designed  for  the  IHS  food 
service  employee  who  is  interested  in  communication  techniques.  It 
is  to  help  him  obtain  expertise  in  interviewing  patients,  obtaining 
dietary  information  and  communicating  this  to  the  appropriate 
personnel. 

11.  Food  Service  Supervisor  Refresher  Program.  This  course  was 
developed  in  response  to  requests  by  food  service  supervisors  in  IHS 
hospitals.  Five  one-week  sessions  are  scheduled  during  the  year. 

12.  Nutrition  Care  I.  The  course  content  includes  the  study  of  food 
habits,  basic  nutrition  and  its  relationship  to  health,  techniques  of 
interviewing  and  evaluation,  introduction  to  nutritional  care  through- 
out the  life  cycle,  basic  food  preparation  and  sanitation.  Supervised 
field  experience  is  under  the  guidance  of  an  IHS  or  PHS  nutritionist. 

13.  Nutrition  Care  II. 

14.  Nutrition  Care  III. 

15.  Nutrition  Technician  Refresher  Course 

16.  A  training  program  in  human  services  consisting  of  five  courses 
is  presently  available  only  to  the  Phoenix  area.  Course  0120,  Com- 
munication for  the  Human  Services,  emphasizes  practices  in  establish- 
ing effective  human  relationships  and  prevention  of  breakdown  in 
communication.  Course  0121,  Community  Agencies  and  Resources, 
focuses  on  the  availability  and  utilization  of  community  agencies  and 
resources,  and  is  designed  to  train  students  in  determining  when  they 
are  able  to  offer  direct  services  themselves  and  when  they  should  call 
on  an  agency  for  support.  H.S.  0122,  Human  Growth  and  Develop- 
ment, provides  an  analysis  of  the  changing  behaviors  associated  with 
each  stage  in  human  development  and  the  way  the  environment 
impedes  or  helps  this  development.  The  remaining  two  courses  are 
devoted  to  group  counseling  and  individual  counseling  practices. 

17.  A  related  series  of  six  courses  deals  with  basic  English  skills, 
basic  sociology  and  anthropology,  community  organization  and  devel- 
opment, field  work,  and  extramural  workshops. 

18.  A  series  of  twelve  courses  in  environmental  management  is 
aimed  at  implementing  a  broad  range  of  technical,  consultative,  and 
educational  activities  in  the  alleviation  of  health  problems  having 
environmental  etiologies.  Home  environment,  home  safety,  design 
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and  construction  of  sanitation  facilities,  water  well  construction, 
operation  of  water  and  sewage  systems,  safety  and  injury  control,  and 
basic  and  advanced  skills  for  environmental  health  technicians  are 
some  of  the  topics  covered. 

19.  Management  and  administrative  training  is  offered  in  two  pro- 
grams; one  for  technicians  and  one  for  managers.  Courses  for  tech- 
nicians include  reading  techniques,  speech  fundamentals,  basic  data 
processing  skills,  operation  of  business  machines,  office  accounting, 
office  organization  and  management,  hospital  housekeeping,  adminis- 
trative staff  training,  administrative  budget  control,  administrative 
property  and  supply  systems  control,  contract  and  procurement  ad- 
ministration, personnel  administration,  and  principles  of  management. 

Managerial  training  courses  are  much  like  those  listed  above,  but 
at  a  more  advanced  level.  A  third  level  of  courses  is  offered  to  tribal 
health  workers  and  IHS  professional  staff.  Included  are  such  courses 
as  problem  solving  and  decisionmaking,  management  concepts,  and 
managerial  communications. 

This  is  an  impressive  array  of  well-coordinated  courses,  representing 
all  of  the  training  gaps  presently  existing  in  the  Indian  Health  Service 
s}^stem.  If  such  comprehensive  training  programs  could  be  duplicated 
in  every  community  and  oriented  to  specific  local  needs,  then  Indian 
Health  Service  would  be  able  to  deliver  health  care  much  more  effec- 
tively than  it  now  can  with  limited  personnel  lacking  the  appropriate 
health  skills.  The  Indian  population  is  so  great  and  so  widely  dispersed 
that  a  mere  three  training  centers  can  hardly  meet  the  overwhelming 
need,  and,  in  fact,  are  little  more  than  pilot  demonstration  projects. 

The  Indian  Health  Service  training  programs  are  not  only  severely 
inadequate  in  number;  there  are  other  specific  weaknesses  which  have 
been  revealed  since  the  programs  were  established  less  than  ten  years 
ago. 

Management  of  the  training  program  at  headquarters  level,  area 
level,  and  service  unit  level  is  weak.  There  is  no  one  source  providing 
information  on  opportunities,  courses,  application  procedures,  eligi- 
bility criteria,  or  assistance  in  completing  forms.  There  is  no  one 
responsible  for  assisting  employees  who  seek  training.  Employees 
report  that  there  is  preselection  and  favoritism.  Supervisors  are  con- 
cerned with  responsibility  for  handling  the  workload  when  employees 
are  absent  at  training  centers.  It  is  a  financial  hardship  for  Indians  to 
attend  training  courses  away  from  home.  There  are  cultural  adjust- 
ments to  be  made.  Women,  in  addition,  must  make  arrangement  for 
for  child  care.  It  is  questionable  whether  in  the  long  run  either  Indian 
Health  Service  employees  or  local  Indians  are  really  benefiting  from 
the  training  programs,  since  there  is  no  real  relationship  between 
training  and  an  ultimate  career  goal;  in  effect,  the  apparatus  for 
retaining  trained  employees  is  ineffectual  under  present  arrangements. 

In  addition  to  the  training  offered  at  its  three  centers,  Indian  Health 
Service  has  also  attempted  to  encourage  use  of  nearby  university 
facilities  by  its  personnel.  The  University  of  Oklahoma,  the  Uni- 
versity of  New  Mexico,  and  UCLA  at  Berkeley  offer  degrees  in  public 
health  that  have  been  utilized  to  some  extent  by  Indians. 

In-service  training  at  Indian  Health  Service  reservation  facilities 
takes  place  on  an  informal,  unstructured  basis,  dependent  upon  a 
given  professional's  time  and  inclination.  Generally,  the  workload 


117 


is  such  that  a  doctor  or  nurse  literally  is  never  free  to  give  instruction 
to  others,  whether  formally  or  informally.  At  the  same  time,  employees 
are  not  motiviated  to  seek  higher  skills  because  no  career-develop- 
ment structure  exists  through  which  they  can  advance. 

Recommendations 

1.  A  reorganization  of  training  functions  with  a  central  office  in 
charge  of  providing  information  about  training  programs. 

2.  The  requirements  of  training  Indian  Health  Service  personnel 
are  sufficiently  unique  and  sufficiently  specialized  that  the  training 
and  technical  assistance  activities  of  Indian  Health  Service  should 
be  greatly  expanded  at  the  local,  tribal  level. 


Chapter  17 


Community  Health  Representative  Program 

Every  tribe  that  receives  IHS  service  has  at  least  one  Community 
Health  Representative  (CHR)  and  many  have  ten  to  fifteen  CHR's. 
The  services  they  perform  range  from  taking  blood  pressure  and  giving 
urine  tests,  to  outreach  efforts,  to  providing  transportation  to  patients. 
They  are  also  the  primary,  and  in  most  cases  the  only,  link  between 
the  service  providers  and  the  recipients  of  services.  Therefore,  it  is 
very  important  that  the  strengths  and  potentials  of  this  group  of 
people  be  fully  understood  and  appreciated. 

In  order  to  better  understand  the  role  played  by  the  CHR's, 
the  Health  Task  Force  conducted  a  survey  of  285  CHR's  from  across 
the  country.  The  four  succeeding  tables  indicate  the  training  and 
education  levels  of  CHR's,  the  major  tasks  they  perform,  and  the 
need  they  feel  for  additional  training. 


TABLE  1.— EDUCATION  LEVEL  OF  CHR'S 

Educational  level 

Number 

Percentage 

Less  than  8  years  

28 

9.8 

8  to  12  years  

92 

32.3 

High  school  diploma  

120 

42.1 

College  

42 

14.7 

No  response  

3 

1.1 

TABLE  2 

Types  of  Training  Or  Experience 

Number 

Percentage 

Registered  nurse  (RN)  

7 

2.5 

Medic  

6 

2.1 

Nurse    

12 

4.2 

Nurse's  aide   

60 

21.1 

Folk  care   

26 

9.1 

Midwifery   

2 

.7 

Other   

160 

56.1 

No  response  

12 

4.2 

TABLE  3.— DUTIES  PERFORMED  BY  CHR 

Yes  No 

f  No 
response 

Duties  performed 

N  umber     Percentages  Number 

Percentages 

Take  blood  pressure  

Urine  test   

Fill  out  forms  for  doctor  

Provide  emergency  care  

Provide  educ./inst   

Provide  followup  

  166             58.2  115 

  218              76.5  63 

  196              68.8  79 

._  __               224              78.6  51 

  252              88.4  28 

  188              66.0  85 

40.4 
22.1 
27.7 
17.9 
9.8 
29.8 

1.4 
1.4 

3.5 
3.5 
1.8 
4.2 
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TABLE  4 


Yes  No 


Types  of  training 

Number 

Percentages 

Number 

Percentages 

No 

response 

Administration  of  drugs  and  medicines. . . 

211 

74.0 

53 

18.6 

7.4 

Symptom  identification   

223 

78.2 

44 

15.4 

6.3 

Emergency  medical  care  

198 

69.5 

67 

23.5 

7.0 

Crisis  intervention  (psychiatric)  

187 

65.6 

79 

27.7 

6.7 

Lab  sample  testing.   

155 

54.4 

108 

37.9 

7.7 

Midwifery   

192 

67.4 

69 

24.2 

8.4 

Communicable  disease  control  and  pre- 

vention    

194 

68.1 

58 

20.4 

11.6 

Other  areas  _   

130 

45.6 

44 

15.4 

38.9 

These  tables  present  an  interesting  profile  of  the  CHR's  that  were 
surveyed  by  the  Task  Force.  Ninety  percent  have  more  than  an 
eighth-grade  education  and  58  percent  have  high  school  diplomas 
and  a  college  education.  Almost  40  percent  have  some  relevant 
training  and  previous  experience  in  the  health  care  field. 

In  terms  of  duties  performed,  58  percent  take  blood  pressure,  76  per- 
cent perform  urine  tests,  78  percent  provide  emergency  care,  88  percent 
provide  education  and  instruction  to  the  people,  and  68  percent  fill 
out  forms  for  the  doctors.  This  certainty  reflects  a  great  deal  of  para- 
medical service  being  provided  by  the  CHR's.  However,  at  the  same 
time,  they  feel  the  necessity  for  additional  training. 

Training  needs  identified  by  the  CHR's  themselves  are:  adminis- 
tration of  drugs,  74%;  symptom  identification,  78%;  emergency 
medical  care,  70%;  crisis  intervention  (psychiatric),  65%;  lab  sample 
testing,  54%;  mid-wifery,  67%;  communicable  disease  control  and 
prevention,  68%. 

L  The  majority  of  CHR's  have  the  basic  education  and  training 
required  to  hold  the  position  they  are  holding. 

2.  The  majority  of  them  perform  a  variety  of  para-medical  functions 
and  assist  in  the  delivery  of  direct  health  care  to  the  people. 

3.  The  majority  of  the  CHR's  recognize  the  need  for  additional 
training  to  become  more  effective  providers  of  direct  health  care 
to  the  people. 

Although  there  are  some  training  programs  conducted  by  the  IHS, 
the  frequency  of  need  for  training  indicates  on  the  one  hand  the 
desire  of  CHR's  to  learn  more  to  provide  better  health  care,  and,  on 
the  other  hand,  the  insufficiency  of  IHS  training  programs. 

Issues 

1.  Role  of  the  CHR. — CHR's  currently  perform  numerous  functions, 
ranging  from  direct  health  care  to  transporting  people.  Their  time  is 
spent  sometimes  in  performing  the  functions  for  which  they  are 
most  suited,  and  sometimes  in  doing  things  that  could  be  done  by 
much  less  qualified  persons.  They  also  run  into  several  conflicts 
with  respect  to  their  duties,  in  terms  of  time  spent  to  provide  health 
care  related  services  and  non-health  care  related  services.  It  is  impor- 
tant that  their  role  be  clearly  and  adequately  defined  and  proper 
training  given  to  them  in  the  performance  of  that  role. 

2.  Proper  training  for  CHR's. — The  discussion  in  the  preceding 
sections  shows  the  need  for  additional  training  by  CHR's  themselves. 
On  the  basis  of  the  clearer  definition  of  their  role,  the  need  for  proper 
and  adequate  training  needs  to  be  addressed. 
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Becomm  endations 

The  Health  Task  Force  makes  the  following  recommendation  with 
respect  to  the  CHR  program: 

1.  Upgrading  the  skill  levels. — There  should  be  two  types  of  com- 
munity worker;  one  who  is  fully  trained  to  take  care  of  routine  health 
problems  and  provide  follow-up  medical  service.  This  should  be  a 
paramedical  cadre  of  people.  This  group,  when  properly  trained, 
would  be  able  to  relieve  a  great  deal  of  pressure  from  the  doctors 
and  hospital  staff,  who  in  turn  can  spend  more  time  in  those  cases 
requiring  specialized  attention  of  a  physician.  This  person  would 
function  as  a  Physician's  Assistant. 

The  second  type  of  community  worker  should  be  one  with  less 
technical  skill  and  who  would  perform  general  outreach  functions, 
education,  preventive  health  activities  and  provide  transportation  to 
the  people.  Separation  of  the  two  will  result  in  better  utilization  of 
skill  levels  and  potentials  of  the  CHR's,  who  currently  get  involved 
in  practically  every  aspect  of  health  and  social  service  activity. 

2.  Adequate  and  proper  training. — These  selected  people  should  be 
given  a  thorough  training  at  the  beginning,  and  continued  training 
to  keep  them  informed  of  latest  developments.  Continuing  training 
and  assessment  would  also  provide  the  opportunity  for  modifications 
in  the  program  and  upgrading  of  the  skill  levels. 

3.  Higher  level  of  responsibility. — The  CHR's  who  go  through  the 
training  program  should  be  given  a  much  higher  level  of  responsibility 
than  they  currently  have.  They  should  be  the  primary  force  for  all 
preventive  and  educational  programs,  for  insuring  proper  mainte- 
nance of  health  facilities,  and  ensuring  the  containment  of  environ- 
mental problems.  It  is  felt  that  with  proper  training,  CHR's  will  be 
able  to  handle  more  responsibility  of  the  routine  nature,  which  would 
free  specialists  in  the  field  to  concentrate  on  more  complex  problems. 

4-  Advisory  capacity  of  CHR's. — Properly  trained  CHR's  should  be 
placed  in  an  advisory  capacity  to  the  tribe  as  well  as  to  the  local 
health  boards.  Since  they  are  the  ones  closest  to  problems,  they  can 
bring  very  useful  insight  into  decision  making  processes,  establish- 
ment of  priorities,  and  development  of  operational  plans.  This  would 
be  especially  useful  to  the  decision-makers  because  ultimately  CHR's 
should  be  the  primary  force  in  implementing  the  programs.  Their 
enthusiasm,  knowledge  and  advice  will  make  the  implementation  of 
plans  more  efficient  and  effective. 
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A  Guaranteed  Indian  Health  Benefit  Package 
Introduction 

The  present  legal  and  fiscal  situation  of  IHS  has  produced  a  health 
system  that  is  forced  to  operate  in  a  perpetual  state  of  crisis  ill  suited 
to  a  federally  administered  comprehensive  care  system.  This  crisis 
atmosphere  makes  true  Indian  involvement  almost  impossible.  It 
detracts  from  the  preventive  programs  designed  to  eliminate  the 
underlying  causes  of  Indian  poor  health.  It  affects  the  morale  of  the 
IHS  staff  and  produces  tension  between  IHS  staff  and  Indian  con- 
sumers. It  prevents  the  institution  of  adequate  accountability  systems. 
It  has  created  a  situation  which  is  totally  unacceptable  to  the  Indian 
people  and  should  be  equally  unacceptable  to  the  Federal  government. 

The  underlying  reasons  for  this  situation  lie  not  within  IHS,  but  in 
the  statutory  base  and  appropriation  mechanisms  used  to  fund  Indian 
health  programs.  The  issue,  therefore,  is  a  legislative  one  and  the 
solution  rests  with  Congress.  It  requires  amending  the  present  IHS 
authorizing  legislation  in  order  to:  (1)  Establish  a  health  benefit 
package  specifying  those  health  services  IHS  is  required  to  provide  to 
Indian  people;  and  (2)  establish  a  guaranteed  funding  mechanism, 
similar  to  the  ones  established  for  HMO's,  Medicare,  Medicaid  and 
the  proposed  National  Health  Insurance,  which  guarantees  that 
sufficient  funding  will  be  automatically  appropriated  to  provide 
needed  services  to  each  eligible  Indian. 

The  concept  of  a  guaranteed  health  benefit  package 
A  guaranteed  health  benefit  package  consists  of  four  components: 

1.  It  defines  the  class  of  persons  eligible  for  care. 

2.  It  spells  out  the  specific  kinds  of  health  services  that  the  providing 
organization  shall  provide. 

3.  It  guarantees  those  services  to  those  persons  whenever  medically 
necessary.  The  eligible  person  has  a  legal  right  to  those  services.  Those 
who  are  denied  services  have  the  right  to  sue  the  organization  for  deny- 
ing them  care. 

4.  It  establishes  a  funding  mechanism  that  insures  that  sufficient 
money  will  be  available  to  meet  the  demand  placed  on  the  providing 
organization  by  its  eligible  class. 

These  basic  elements  have  been  incorporated  into  many  recent 
Federal  Acts  in  the  area  of  health.  (As  will  be  discussed  later,  IHS 
legislation  contains  none  of  these  elements.)  One  example  is  the 
Medicaid  legislation  (42  USC  1396).  Section  1396d  of  that  Act  defines 
the  eligible  population.  Section  1396d  also  defines  the  covered  services — 
outpatient,  inpatient,  laboratory  and  x-ray,  skilled  nursing  home 
services,  home  health,  dental,  etc.  The  Act  creates  a  legal  entitlement 
to  those  services  for  any  eligible  person  in  any  state  that  has  established 
a  Medicaid  program,  and  further,  guarantees  that  sufficient  funding 
will  be  available  to  meet  these  costs  by  providing  for  "open-ended 


(121) 


122 


funding."  Section  1936  states  .  .  there  is  hereby  authorized  to  be 
appropriated  for  each  fiscal  year  a  sum  sufficient  to  carry  out  the 
purposes  of  this  subchapter."  That  is,  rather  than  appropriating  a 
specific  fixed  sum  of  money,  the  Act  makes  available  as  much  money 
as  is  needed  to  provide  the  covered  services  to  the  eligible  individuals. 
As  a  result,  a  Medicaid  enrollee  should  never  be  turned  down  for  a 
needed  service  because  there  is  no  money  left  in  the  budget. 

The  Health  Maintenance  Organization  Act  of  1973  [42  USC  300(e), 
Title  XIII  of  the  Public  Health  Service  Act]  achieves  the  same  objec- 
tive through  a  different  approach.  A  Health  Maintenance  Organization 
(HMO)  is  usually  a  private  health  delivery  system,  in  which  a  person 
enrolls  and  pays  a  monthly  fee.  Unlike  an  insurance  company,  the 
HMO  actually  delivers  the  services.  In  return  for  that  fee,  the  person 
has  a  right  to  receive  any  of  the  health  services  included  in  the  HMO's 
benefit  package  as  often  as  the  person  needs  those  services.  The  person 
and  the  HMO  enter  into  a  contract.  If  the  person  is  denied  a  covered 
service,  he  or  she  can  sue  the  HMO  for  breach  of  contract.  In  the  1973 
HMO  legislation,  Congress  defined  the  minimum  benefit  package  which 
HMO  must  offer  in  order  to  be  a  federally  qualified  HMO. 

Since  it  is  not  a  governmental  entity,  the  HMO  cannot  have  an  open 
ended  budget.  Instead,  it  insures  that  it  will  have  the  necessary  funds 
to  provide  the  covered  services  through  the  process  of  prospective 
budgeting.  At  the  beginning  of  each  year,  it  projects  how  many  services 
it  thinks  it  will  have  to  provide  and  what  the  cost  of  providing  those 
services  will  be.  It  then  sets  the  monthly  fee  it  charges  its  enrollees  at  a 
level  that  insures  enough  income  to  pay  for  the  projected  level  of 
utilization. 

The  Medicare  legislation  (42  USC  1395)  also  established  a  guaran- 
teed benefit  package.  The  introduction  to  the  benefit  package  shows 
how  the  legislation  establishes  legal  entitlement  to  the  services  specified 
in  the  benefit  package : 

1395d.  Scope  of  benefits. 

(a)  The  benefits  provided  to  an  individual  by  the  insurance  program  under  this 
part  shall  consist  of  entitlement  to  have  payment  made  on  his  behalf  or,  in  the  case 
of  payments  referred  to  in  section  1395f  (d)(2)  of  this  title  to  him  (subject  to  the 
provisions  of  this  part). 

The  Medicare  Act  guaranteed  that  the  needed  funds  will  be  available 
through  a  different  mechanism  than  that  used  in  the  Medicaid  legisla- 
tion. The  Medicare  Act  established  a  Trust  Fund,  "The  Federal 
Hospital  Insurance  Trust  Fund."  (42  USC  1395i). 

Almost  all  of  the  proposed  National  Health  Insurance  plans  also 
include,  in  one  form  or  another,  the  principles  of  a  specified  minimum 
benefit  package  and  a  guaranteed  funding  mechanism.  In  sum,  the 
Federal  government  has  come  to  recognize  that  for  a  federal  or 
federally-related  health  program  to  be  adequate  and  accountable,  its 
legislation  must  establish  a  specified  health  benefit  package  and  pro- 
vide a  mechanism  to  guarantee  sufficient  funding  to  insure  that  the 
specified  services  can  be  provided  to  any  eligible  person. 

A  major  exception  is  the  Indian  Health  Service  legislation,  which 
contains  none  of  the  components  of  a  guaranteed  benefit  package.  It 
will  be  shown  that  this  gap  in  the  IHS  enabling  legislation  is  the  major 
cause  of  the  crisis  environment  which  plagues  IHS  and  prevents  it 
from  achieving  its  objectives. 
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The  absence  of  a  guaranteed  benefit  package  for  Indians 

The  Snyder  Act,  which  is  the  basic  authorization  Act  for  IHS, 
contains  none  of  the  basic  elements  of  the  guaranteed  benefit  package. 
It  does  not  adequately  define  the  eligible  population,  a  lack  which  has 
eaused  a  continuing  problem  for  Indian  people.  (This  issue  is  discussed 
in  detail  in  the  Section  on  Contract  Health  Services  Eligibility) .  Nor 
does  the  Snyder  Act  spell  out  the  specific  health  services  IHS  is  to  pro- 
vide. Instead  it  contains  only  the  vague  reference  to  services  for  "the 
relief  of  distress  and  conservation  of  health."  As  a  result,  the  services  an 
Indian  can  receive  from  IHS  vary  radically  from  service  unit  to  service 
unit  and  area  to  area.  And  when  any  Indian  is  denied  contract  care 
services  because  IHS  has  run  out  of  money,  that  Indian  has  no  legal 
right  or  recourse  against  IHS. 

IHS  could  spell  out  its  benefit  package  through  regulations  (which  it 
has  not)  but  even  if  IHS  did  seek  to  spell  out  a  comprehensive  benefit 
package,  it  would  not  have  the  funds  to  implement  that  package.  The 
IHS  budget,  unlike  that  of  Medicaid  or  Medicare,  is  not  calculated  on 
the  basis  of  what  it  would  cost  to  provide  the  benefit  package  to  all 
eligible  Indians.  There  is  no  statutorily  required  mechanism  to  guar- 
antee that  the  funds  needed  to  deliver  the  necessary  health  services 
will  be  actually  appropriated. 

Instead,  the  Snyder  Act  provides  only  for  "such  moneys  as  Congress 
may  from  time  to  time  appropriate. "  In  fact,  this  is  what  IHS  has 
received :  an  arbitrary  amount  of  money  that,  over  the  years,  Congress 
has  decided  to  appropriate  to  IHS.  The  IHS  appropriation  is  thus  an 
"historical  budget."  It  consists  of  the  amount  appropriated  in  1955 
plus  the  increases  Congress  has  added  over  the  years.  At  times,  the 
increases  have  been  slight;  at  times,  they  have  been  relatively  more 
generous.  But,  there  is  no  legislative  requirement  (nor  has  Congress 
ever  asked  IHS  what  the  actual  costs  of  providing  basic  services  to 
eligible  Indians  are)  for  an  appropriation  sufficient  for  IHS  function. 
Under  the  existing  federal  budgeting  system  which  requires  that  the 
IHS  budget  be  cleared  through  HEW  and  OMB,  IHS  has  never  been 
able  to  initiate  this  on  its  own. 

The  budget  request  IHS  presents  to  Congress  usually  consists  of  the 
previous  year's  amount  plus  whatever  increases  HEW  and  OMB  have 
permitted  IHS  to  request.  The  appropriation  Committees  often  add  a 
small  amount  to  the  figure  recommended  by  the  Executive  Branch,  but 
they  never  see  the  "whole  picture"  or  fund  a  true  benefit  package.  In 
sum,  not  only  does  the  IHS  authorizing  legislation  fail  to  provide  for  a 
guaranteed  benefit  package,  the  existing  budget  process  prevents 
Congress  from  receiving  the  information  it  needs  even  to  fund  a  full 
benefit  package  if  it  wanted  to  do  so. 

The  result  of  this  budgetary  process  is  that  IHS  now  gets  funding 
sufficient  to  provide  only  about  50  percent  of  the  immediate  health 
services  needed  by  the  Indian  people.  It  has,  not  unexpectedly,  had  a 
negative  effect  on  all  of  the  IHS  programs.  In  Contract  Health  Serv- 
ices, Indians  have  been  compelled  to  go  without  urgent  surgical  and 
other  medical  procedures.  The  preventive  care  programs  and  Indian 
involvement  programs  have  been  severely  handicapped.  Innovative 
programs  have  not  been  disseminated  throughout  the  system. 

The  most  disastrous  impact  of  this  funding  approach  has  been  on  the 
IHS  direct  care  system.  Under  this  program,  IHS  tries  to  treat  every 
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Indian  who  appears  at  an  IHS  facility.  This  means  it  is  trying  to 
squeeze  a  comprehensive  inpatient  and  outpatient  program  into  a 
budget  that  provides  for  only  50  percent  of  need.  It  is  tins  desperate 
"squeezing"  of  resources  by  IHS  staff,  in  order  to  meet  the  most  basic 
health  need  medical  needs,  that  is  the  cause  of  the  crisis  environment 
which  is  at  the  heart  of  most  of  the  problems  within  the  IHS  system. 

IHS  staff  is  perpetually  frustrated  by  trying  to  stretch  inadequate 
resources  to  prevent  death  or  deterioration  of  health  of  their  patients. 
EHS  employees  must  waste  countless  hours  searching  for  supplies, 
equipment  to  run  needed  tests,  and  other  resources  just  to  respond  to 
emergencies.  In  an  effort  to  see  100  percent  of  the  clinic  patients  on  a  50 
percent  budget  physicians  often  see  twice  as  many  patients  as  they 
should  in  a  day.  This  results  in  hurried  diagnosis  and  also  denies  the 
physician  sufficient  time  with  the  patient  to  develop  a  mutually 
respectful  relationship  and  thereby  adds  to  the  patient-provider 
tensions  that  permeate  IHS. 

The  crisis  situation  also  impairs  the  process  of  Indian  involvement 
and  Indian  self-determination  in  health.  In  the  crisis  atmosphere,  it  is 
virtually  impossible  for  Indians  to  hold  IHS  accountable  to  their 
established  goals  and  priorities.  When  an  Indian  believes  he  or  she  has 
been  improperly  treated  at  an  IHS  facility,  and  the  tribal  health  board 
complains  to  IHS,  the  IHS'  response  is  almost  always  that  it  is  trying 
as  hard  as  it  can,  but  it  has  only  limited  resources,  and  it  made  the  best 
choice  available  under  the  circumstances.  The  response  may  be  valid, 
but  it  stops  the  Health  Board  from  properly  performing  its  grievance 
role.  Tribes  are  reluctant  to  use  the  authority  provided  in  the  Self 
Determination  Act  to  assume  operational  control  over  IHS  health  pro- 
grams, because  it  means  nothing  more  than  assuming  the  no-win 
responsibility  for  stretching  inadequate  resources  to  cover  problems  of 
major  magnitude. 

Studies  have  demonstrated  that  consumers'  confidence  in  their 
health  providers  is  an  important  element  of  the  treatment  process. 
They  also  state  that  confidence  will  never  be  established  so  long  as  the 
IHS  provider  is  compelled  to  operate  in  a  crisis  atmosphere,  with  the 
errors,  hasty  diagnosis,  and  improper  treatment  that  the  crisis 
engenders. 

The  crisis  environment  also  prevents  the  implementation  of  an  ade- 
quate management  and  accountability  system  within  IHS.  Until  the 
crisis  environment  is  eliminated,  adequate  management  can  never  be 
realized  within  IHS.  There  is  neither  the  time  to  implement  such 
systems — since  the  staff  is  too  busy  responding  to  life  and  death 
medical  issues — nor  is  there  the  inclination,  because  in  the  crisis 
environment,  staff  often  perceive  new  management  systems  as  just 
another  obstacle  to  their  ability  to  scrounge  up  the  management 
systems  that  will  permit  IHS  to  obtain  maximum  benefit  from  the 
dollars  it  presently  receives. 

Finally,  the  tensions  created  by  the  crisis  affect  the  morale  of  IHS 
employees,  which  makes  it  difficult  for  IHS  to  attract  and  retain 
professional  staff.  Physicians  and  other  professionals  repeatedly  spoke 
of  how,  after  a  year  or  two  of  working  in  the  "pressure-cooker"  and 
putting  up  with  the  frustrations  of  an  inadequately  funded,  poorly 
managed  program,  they  became  "burned  out"  and  had  to  leave  IHS. 
A  major  desire  of  the  Indian  consumers  is  for  staff  continuity — 
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professionals  who  stay  for  a  long  period  of  time  and  do  not  leave  just 
when  they  are  getting  to  know  the  community  and  the  community  is 
getting  to  know  them.  However,  until  the  crisis  environment  is 
eliminated,  it  appears  that  only  the  exceptional  few — Indian  or  non- 
Indian — will  be  subject  themselves  to  the  existing  pressures  and 
frustrations  for  a  period  of  more  than  two  or  three  years. 

IHS  cannot  be  faulted  for  making  life  and  death  care  its  number  one 
priority.  Neither  the  Indian  people,  the  Federal  government,  nor  the 
IHS  staff  would  tolerate  a  situation  in  which  people  were  allowed  to 
die  or  suffer,  while  IHS  concentrated  on  its  long-range  preventive 
programs  or  management  systems.  But,  until  the  crisis  atmosphere  is 
eliminated,  the  long-range  objectives  of  eliminating  the  underlying 
causes  of  Idnian  poor  health,  achieving  Indian  self-determination, 
establishing  adequate  management  and  improving  relations  between 
IHS  staff  and  Indian  consumers  cannot  be  achieved. 

Recomm  endations 

The  Task  Force  believes  that  the  number  one  priority  for  Indian 
health  is  to  change  the  funding  level  and  Congressional  funding 
structure  for  Indian  Health  Service.  The  present  "historical"  budgeting 
system  must  be  replaced  by  1)  a  guaranteed  health  benefit  package  and 
2)  a  funding  mechanism  that  guarantees  that  appropriations  will  be 
based  on  the  actual  amount  needed  to  provide  the  basic  inpatient  and 
outpatient  services  provided  for  in  the  benefit  package. 

The  present  appropriations  process  will  never  eliminate  the  crisis 
environment  in  IHS ;  nor  will  it  ever  permit  Congress  to  appropriately 
hold  IHS  accountable  for  the  funds  it  is  receiving. 

When  National  Health  Insurance  (NHI)  is  adopted,  every  American 
will  have  the  right  to  a  guaranteed  benefit  package.  Indians  have  taken 
the  firm  position  that  for  them,  NHI  would  mean  a  strengthening  of 
their  special  Indian  health  programs  rather  than  direct  Indian  par- 
ticipation in  NHI.  (See  the  Indian  consensus  position  on  NHI  in  the 
appendix  to  this  report).  Therefore,  by  establishing  and  funding  an 
Indian  guaranteed  benefit  package,  Congress  will  simply  be  giving 
Indians  the  same  health  rights  and  benefits  it  will  be  giving  all  other 
Americans  through  NHI. 

The  establishment  of  the  benefit  package  will  also  enable  Congress 
to  carry  out  its  responsibilities  more  effectively.  Funding  for  the  basic 
package  will  be  automatic,  and  no  longer  a  subject  for  debate.  Instead, 
during  Congressional  Hearings,  Congress,  IHS,  HEW,  and  the  Indian 
tribes  can  concentrate  on  examining  the  basic  underlying  causes  of 
Indians'  low  level  of  health  and  developing  long-range  programs  to 
correct  those  problems. 

It  should  be  noted  that  the  present  Indian  Health  Care  Improve- 
ment Act  now  pending  in  Congress  goes  a  long  way  toward  establish- 
ment of  a  guaranteed  health  care  package  and  establishment  of  federal 
responsibility  for  Indian  health  care. 

1.  Scope  of  the  health  benefit  package. — The  Task  Force  believes 
that,  initially,  the  benefit  package  should  cover  the  basic  inpatient 
and  outpatient  services.  The  special  preventive,  outreach,  community 
development  and  other  special  IHS  programs  should  continue  to  be 
funded  as  they  are  now.  Tribes  should  have  the  flexibility  to  set 
priorities  on  which  of  these  programs  to  emphasize  within  their  service 
units.  However,  for  the  basic  inpatient  and  outpatient  services,  there 
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should  be  ii  standardized  benefit  package  that  is  available  to  each 
eligible  Indian  who  needs  those  services.  The  Task  Force  recommends 
that  the  benefit  package  set  out  in  the  HMO  legislation  should  be  the 
one  adopted  for  HIS.  The  HMO  benefit  package  constitutes  Congress' 
statement  on  the  minimum  range  of  services  needed  to  provide  an 
adequate  health  program.  The  Task  Force  sees  no  reason  why  any- 
lesser  standard  should  be  applied  to  Indians. 

2.  Entitlement. — The  new  legislation  should  make  clear  that  each 
eligible  Indian  is  legally  entitled  to  each  and  any  of  the  services 
specified  in  the  benefit  package  whenever  such  service(s)  is  medically 
necessary. 

Because  of  these  features,  it  is  much  cheaper  for  the  government  to 
fund  IHS  through  the  "benefit  package — cost  containment"  method 
than  either  to  encourage  Indians  to  use  Medicaid  with  private 
providers  or  to  have  Medicaid  reimburse  IHS  on  a  fee-for-service 
basis.  (One  rough  figure  that  supports  this  argument  is  that  Medicaid 
now  spends  $583  a  year  per  enrollee,  while  IHS,  which  offers  a  much 
broader  range  of  services,  spends  only  $600  a  year  per  patient.) 

The  guaranteed  benefit  package  will  not  lead  to  abuse  of  the  system. 
For  example,  there  have  been  some  assertions  that  Indians  overutilize 
the  outpatient  clinic.  However,  the  data  show  that  Indians  make  about 
5  outpatient  visits  a  year,  exactly  the  same  number  as  the  rest  of  the 
U.S.  population.  Given  the  much  higher  disease  rate  among  Indians, 
it  could  even  be  argued  that  they  are  underrutilizing  the  outpatient 
clinics.  Also,  the  HMO  experience  has  demonstrated  that  making 
adequate  services  available  without  a  per  visit  charge  does  not 
necessarily  lead  to  abuse  of  the  system. 


Part  Five 


THE  INDIANS— SPECIAL  PROBLEMS 
Chapter  19 
Indian  Preference 

i  The  policy  of  employing  American  Indians  in  Indian  service  facili- 
ties was  established  by  Congress  as  long  ago  as  1834.  Moreover,  there 
are  statutes  which  exempt  Indians  from  civil  service  requirements, 
as  well  as  statutes  which  specifically  grant  Indians  employment 
preference  over  non-Indians.  The  courts,  in  addition,  have  always 
upheld  federal  preference  policy  whenever  it  was  challenged  at  any 
given  time. 

Today,  the  federal  government  continues  to  profess  a  philosophy 
of  Indian  preference.  The  Indian  Self -Determination  Act  of  1975 
made  it  clear  that  all  services  provided  to  Indians  be  put  into  the  hands 
of  Indians  themselves  when  desired  by  the  tribes. 

Yet,  at  the  actual  hiring  level,  in  regional  offices  of  the  BIA  and 
IHS,  federal  policy  has  generally  not  been  implemented  to  any  sig- 
nificant degree.  By  and  large,  Indians  have  been  hired  for  low-level 
jobs,  while  non-Indians  are  placed  in  the  jobs  with  high  civil  service 
rating. 

This  section  will  review  and  clarify  federal  intent  and  policy  on 
hiring  of  Indians;  summarize  past  supportive  legislation;  and  supply 
a  history  of  approval  by  the  courts. 

Historical  precedence  for  Indian  preference  as  a  general  federal 
policy  is  found  in  a  Congressional  act  dated  June  30,  1834: 

In  all  cases  of  the  appointments  of  interpreters  or  other  persons  employed  for 
the  benefit  of  the  Indians,  a  preference  shall  be  given  to  persons  of  Indian  descent, 
if  such  can  be  found,  who  are  properly  qualified  for  the  execution  of  the  duties. 

Over  the  next  fifteen  years,  Congress  reconfirmed  this  policy  in  four 
separate  Acts,  all  of  which  set  down  specific  employee  categories.  By 
the  end  of  the  nineteenth  century,  federal  preference  of  Indians  over 
non-Indians  applied  to  the  following:  Clerks;  mechanics;  herders; 
teamsters;  laborers;  matrons;  farmers;  industrial  teachers;  and  all 
other  employments,  where  practicable. 

In  1934,  when  Congress  passed  the  Indian  Reorganization  Act 
calling  for  Indian  self-government,  it  was  at  the  same  time  clearly 
endorsing  its  historical  preference  policy.  Whereas  federal  concessions 
to  Indians  historically  were  often  restrained  by  time  limits,  that  was 
not  the  case  in  this  instance.  The  word  "hereafter"  in  the  act  gave 
further  preference  to  Indians  by  exempting  them  from  civil  service 
examinations,  and,  in  addition,  authorized  the  Secretary  of  the  Interior 
to  establish  special  hiring  standards  for  Indians.  The  Act  reads,  in 
part: 

The  Secretary  of  the  Interior  is  directed  to  establish  standards  of  health,  age, 
character,  experience,  knowledge  and  ability  for  Indians  who  may  be  appointed, 
without  regard  to  civil  service  laws,  to  the  various  positions  maintained,  now  or 
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hereafter,  by  the  Indian  Office,  in  the  administration  of  functions  or  services 
affecting  any  Indian  tribe.  Such  qualified  Indians  shall  hereafter  have  the  prefer- 
ence to  appointment  to  vacancies  in  any  such  positions. 

Five  years  later,  an  executive  order  further  defined  Congressional 
policy  by  exempting  "positions  in  the  Bureau  of  Indian  Affairs, 
Washington,  D.C.,  and  in  the  field,  when  filled  by  the  appointment  of 
Indians  who  are  one-fourth  or  more  Indian  blood." 

When  the  Bureau  of  Indian  Affairs  was  transferred  from  Interior  to 
HEW,  in  1955,  no  policy  change  on  Indian  preference  was  written 
into  the  transfer  law,  making  it  implicit  that  Indians  continue  to 
have  employment  priority  over  non-Indians.  HEW  did  not  contradict 
this  position,  and,  further,  pledged  to  "aggressively  pursue"  career 
development  and  training  for  Indians. 

The  position  of  the  Bureau  of  Indian  Affairs,  however,  needed 
clarification.  In  1970,  the  Mescalero  Apache  Tribe  brought  a  suit 
dealing  with  preference  against  Interior  Secretary  Hickel.  And  in  1972, 
Enola  E.  Freeman,  a  woman  of  one-quarter  Indian  blood,  brought  a 
class  action  suit  against  Secretary  Roger  Morton.  Ms.  Freeman  held 
that  the  1934  Indian  Reorganization  Act  gave  per  preference  over 
non-Indian  employees  for  promotions,  reassignments,  and  training 
programs. 

The  court  upheld  her  claim  in  respect  to  promotions  and  reassign- 
ments, but  declared  that  she  had  no  right  to  preference  in  training 
programs.  The  court  ruled  that  Congress,  when  it  passed  the  Indian 
Be  organization  Act,  did  intend  for  Indians  to  be  trained,  but  that  the 
training  be  done  through  appropriations  granted  by  the  Act,  rather 
than  through  application  of  preference  policy.  The  court  suggested 
that  the  issue  of  training  could  be  resolved  by  simple  Congressional 
amendment  to  the  law  as  originally  written. 

The  next  dispute  over  proper  application  of  federal  preference  policy 
occurred  soon  after  the  Equal  Employment  Opportunity  Act  was 
passed  in  1972.  The  EEO  Act  was  construed  by  some  as  an  implicit 
repeal  of  prior  preference  laws. 

A  group  of  non-Indian  Bureau  of  Indian  Affairs  employees,  in 
Morton  vs.  Mancari,  claimed  that  Indian  preference  was  a  violation 
of  the  Fifth  Amendment,  and  that  it  must  give  wav-  to  the  provisions 
of  the  EEO  Act.  The  New  Mexico  district  court  in  which  the  case 
was  heard  ruled  in  favor  of  the  non-Indians,  for  two  reasons.  First, 
it  called  the  EEO  Act  "a  clear,  emphatic  directive"  by  Congress  to 
hire  without  discrimination  by  race.  Second,  while  the  EEO  Act 
contained  certain  agency  exceptions,  the  Bureau  of  Indian  Affairs 
was  not  one  of  them.  The  court  held,  in  effect,  that  Congress,  in 
passing  the  EEO  Act,  had  implicitly  overridden  long-standing  prefer- 
ence statutes,  even  though  it  made  no  specific  reference  to  them.  The 
Bureau  of  Indian  Affairs,  the  court  decided,  must  conform  to  "the 
broad  sweep"  of  the  EEO  Act. 

The  following  year,  1974,  the  Supreme  Court  ruled  that  the  lower 
court  had  erred  and  reversed  that  court's  decision  in  an  opinion 
which  clarified  the  confusing  issue  of  racial  discrimination  as  related 
to  Indian  preference. 

The  higher  court  took  the  position  that  Congress  never  intended 
in  any  legislation  to  eliminate  or  repeal  longstanding  Indian  prefer- 
enced  in  Bureau  of  Indian  Affairs  employment,  and  that,  in  fact,  its 


129 


legislation  had  reinforced  that  preference.  Justice  Blackmun  cited 
the  following  points  in  support  of  his  opinion. 

(a)  When  it  extended  general  anti-discrimination  machinery  to 
federal  employment  in  1972,  Congress  in  no  way  modified  and  thus 
reaffirmed  the  preferences  accorded  Indians  by  .  .  .  the  Civil  Rights 
Act  of  1964  .... 

(b)  In  view  of  the  fact  that  shortly  after  it  passed  the  1972  Act 
Congress  enacted  new  Indian  preference  laws  as  part  of  the  Educa- 
tion Amendments  of  1972,  giving  Indians  preference  in  Government 
programs  for  training  teachers  of  Indian  children,  it  is  improbable 
that  the  same  Congress  condemned  the  Bureau  of  Indian  Affairs 
preference  as  racially  discriminatory. 

(c)  The  1972  extension  of  the  Civil  Rights  Act  to  Government 
employment  being  largely  just  a  codification  of  prior  anti-discrimina- 
tion Executive  Orders,  with  respect  to  which  Indian  preference  had 
long  been  treated  as  exceptions,  there  is  no  reason  to  presume  that 
Congress  affirmatively  intended  to  erase  such  preferences. 

Whereas  the  lower  court  in  the  Mancari  case  had  ruled  Indian 
preference  irreconcilable  with  the  philosophy  of  equal  opportunity, 
the  higher  court  took  an  opposite  view: 

(d)  This  is  a  prototypical  case  where  an  adjudication  of  appeal  by 
implication  is  not  appropriate,  since  the  Indian  preference  is  a  long- 
standing, important  component  of  the  Government's  Indian  program, 
whereas  the  1972  anti-discrimination  provisions,  being  aimed  at 
alleviating  minority  discrimination  in  employment,  are  designed  to 
deal  with  an  entirely  different  problem.  The  two  statutes,  thus  not 
being  irreconcilable,  are  capable  of  co-existence,  since  the  Indian 
preference,  as  a  specific  statute  applying  to  a  specific  situation,  is  not 
controlled  or  nullified  by  the  general  provisions  of  the  1972  Act. 

Finally,  the  high  court  pointed  out  that  Indian  preference  statutes 
were  not  designed  for  purposes  of  racial  discrimination,  but  rather 
for  the  promotion  of  Indian  self-government: 

2.  The  Indian  preference  does  not  constitute  invidious  racial  dis- 
crimination in  violation  of  Due  Process  Clause  of  the  Fifth  Amendment 
but  is  reasonable  and  rationally  designed  to  further  Indian  self- 
government. 

(a)  If  Indian  preference  laws,  which  were  derived  from  historical 
relationships  and  are  explicitly  designed  to  help  only  Indians,  were 
deemed  invidious  racial  discrimination,  the  Indian  Reorganization 
Act  in  its  entirety  would  be  effectively  erased  and  the  Government's 
commitment  to  Indians  would  be  jeopardized. 

(b)  The  Indian  preference  does  not  constitute  "racial  discrimination" 
or  even  "racial"  preference,  but  is  rather  an  employment  criterion 
designed  to  further  the  cause  of  Indian  self-government  and  to  make 
the  Bureau  of  Indian  Affairs  more  responsive  to  the  needs  of  its 
constituent  groups. 

(c)  As  long  as  the  special  treatment  of  Indians  can  be  tied  rationally 
to  the  fulfillment  of  Congress'  unique  obligation  toward  Indians, 
such  legislative  judgments  will  not  be  disturbed. 

Although  the  Supreme  Court's  decision  in  the  Mancari  case  was  a 
final  and  thorough  clarification  and  confirmation  of  the  federal  govern- 
ment's historic  policy  in  favor  of  Indian  preference,  subsequent 
implementation  of  that  policy  has  been  another  matter.  There  is  a 
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nerd  for  precise  preference  regulations  for  use  by  the  Bureau  of 
Indian  Affairs  and  Indian  Health  Service.  There  is  a  need  for  special 
personnel  to  monitor  and  enforce  implementation  of  Indian  pref- 
erence; and  it  is  necessary  to  disseminate  information  relating  to 
Indian  preference  to  all  Indian  and  non-Indian  employees. 

Early  this  year,  Commissioner  of  Indian  Affairs  Morris  Thompson 
took  steps  to  achieve  these  goals.  In  April,  he  circulated  a  memo- 
randum to  Bureau  of  Indian  Affairs  Area  Directors  reiterating  the 
definition  of  "Indian"  as  stated  in  the  Indian  Reorganization  Act.  A 
second  memorandom  in  May  dealt  with  types  of  personnel  action  in 
which  Indian  preference  applies.  The  Commissioner  indicated  that 
initial  excepted  appointments  continue  to  be  an  unsettled  issue, 
awaiting  revised  Civil  Service  criteria.  Another  unresolved  issue  is 
the  determination  of  preference  eligibility  for  Indians  of  non-federally- 
recognized  tribes. 
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Chapter  20 


Indian  Involvement  and  Indian  Self-determination  in  Health 

Care 

Indian  tribes  and  Indian  Health  Service  have  developed  a  variety  of 
mechanisms  to  permit  Indian  input  into  their  health  programs  and 
for  tribes  to  exercise  their  right  of  self-determination  in  the  area  of 
health.  These  mechanisms  include: 

1.  Service  Unit  and  Area  Boards  and  a  National  Indian  Health 
Board  made  up  of  tribal  representatives  to  advise  Indian  Health 
Service  and  to  perform  related  planning  and  evaluation  functions: 

2.  Tribal  contracting  of  Indian  Health  Service  programs.  Earlier, 
through  the  Buy-Indian  Act,  and  more  recently  through  the  Indian 
Self-Determination  Act,  certain  tribes  have  been  contracting  with 
Indian  Health  Service  to  assume  operational  responsibility  of  portions 
of  the  Indian  Health  Service  health  programs;  and 

3.  The  Community  Health  Representative  (CHR)  program.  This 
program  administered  by  Indian  tribes  employs  tribal  members  to 
work  as  intermediaries  between  Indian  consumers  and  Indian  Health 
Service  and  to  perform  a  variety  of  other  tasks  assigned  to  them  by 
their  respective  tribes. 

Indian  Health  Service  had  demonstrated  commendable  initiative  in 
developing  and  encouraging  tribal  involvement  before  Indian  Self- 
Determination  became  the  stated  federal  Indian  policy.  However, 
these  efforts  seem  to  have  reached  a  plateau  and  much  of  the  Indian 
input  to  the  Task  Force  was  concerned  with  the  frustrations  with 
and  limitations  of  these  existing  programs.  If  these  programs  are  to 
move  ahead  into  a  new  phase  of  Indian  involvement,  there  must  be 
new  legislation  to  restructure  the  existing  system. 

advisory  health  boards 

Tribal  Health  Boards  have  been  created  through  the  cooperative 
effort  of  Indian  Health  Service  and  tribal  governments  in  most  com- 
munities served  by  Indian  Health  Services.  These  are  composed  of 
tribal  members  who  periodically,  on  a  volunteer,  unpaid  basis,  meet 
to  advise  Indian  Health  Service,  especially  on  policy.  They  are  asked 
to  set  priorities  for  Indian  Health  Service  at  their  service  units,  to 
handle  grievances  against  Indian  Health  Service  by  tribal  members, 
to  orient  new  Indian  Health  Service  staff,  etc.  In  addition  to  the 
service  unit  health  boards,  each  Indian  Health  Service  Area  Office 
has  an  area  health  board,  composed  of  representatives  of  tribes  in 
that  area,  (not  always  representatives  of  the  local  health  boards)  to 
advise  the  Area  Director.  The  National  Indian  Health  Board,  com- 
posed of  representatives  of  each  Area  Board  advises  the  Indian  Health 
Service  Director  on  Indian  Health  Service-wide  policy. 

The  effectiveness  of  the  health  boards  varies  radically  from  board 
to  board.  Some  have  been  very  active — conducting  evaluations, 
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working  closely  with  the  Service  Unit  Director,  etc.  Others  have  been 
practically  dormant,  existing  in  name  only.  For  these  reasons  it  is 
difficult  to  make  generalizations  about  health  boards.  However,  the 
majority  of  the  Indian  comments  to  the  Task  Force  on  health  boards 
focused  on  the  following  problems: 

1.  Authority  and  role. — Boards  have  no  legal  authority  to  make 
Indian  Health  Service  do  anything.  Many  boards  felt  frustrated, 
seeing  Indian  Health  Service  accept  or  ignore  their  input  when  de- 
sired. They  also  felt  that  their  roles  are  frequently  not  clear — to 
themselves  or  to  Indian  Health  Service. 

2.  Staff  and  training. — Almost  none  of  the  local  and  few  of  the  area 
boards  have  any  full-time  paid  staff,  and  board  members  are  unpaid 
volunteers  who  are  often  employed  elsewhere.  In  the  few  hours  a  week 
or  month  they  can  devote  to  board  activities,  they  are  unable  to 
investigate,  develop  positions,  or  do  the  other  background  work  that 
is  essential  to  constructive  input.  Yet,  without  full-time  staff,  the 
background  work  does  not  get  done  and  boards  are  able  to  produce 
only  superficial  products,  which  do  not  carry  the  impact  that  they 
must  if  they  are  to  be  accepted  by  Indian  Health  Service.  Staffing 
is  often  provided  by  Indian  Health  Service,  which  places  it  in  a  position 
to  unduly  influence  the  boards.  There  is  not  a  formal  training  program 
for  health  board  members.  Since  most  have  had  little  or  no  health 
background,  this  puts  them  at  an  enormous  disadvantage  when  deal- 
ing with  the  professionals  in  Indian  Health  Service. 

8.  Funding. — Boards  also  feel  handicapped  by  the  lack  of  inde- 
pendent funding  or  specific  Indian  Health  Service  line  item  funds 
for  them  to  use  in  canning  out  their  work.  Their  operating  funds 
either  come  from  the  Indian  Health  Service  operational  budget 
controlled  by  the  Service  Unit  Director  or  Area  Director  or  through  a 
discretionary  grant  from  Indian  Health  Service  headquarters.  There- 
fore, to  a  large  degree  the  number  of  meetings,  the  amount  of  research, 
planning,  and  investigation,  etc.  are  completely  dependent  on  the 
largesse  of  the  Service  Unit  or  Area  Director — the  very  people  the}^  are 
supposed  to  be  advising  and  overseeing. 

Jf..  Tribal  status. — The  relationship  between  the  boards  and  their 
tribal  governments  is  often  not  clear,  resulting  in  tension  between 
the  two  entities. 

In  sum,  board  members  are  not  quite  sure  exactly  why  the  boards 
exist,  and  they  often  do  not  have  the  staff,  training,  or  funds  to 
meaningfully  carry  out  their  responsibilities. 

Individuals  who  serve  on  health  boards  do  not  necessarily  represent 
their  tribe  or  tribal  views  in  a  political  sense.  Therefore,  too  often 
health  board  actions  only  represent  individual  Indian  views  rather 
than  their  community  views.  This  is  true  at  all  three  levels  of  health 
boards. 

A  growing  number  of  tribes  have  used  the  boards  as  stepping  stones 
to  the  development  of  tribal  health  departments.  These  may  have 
full-time  staff  and  some  funds — usually  grants  from  the  Indian  Health 
Service  community  development  fund.  Their  roles  include  coordination 
of  the  various  tribal  health  programs  (CHR,  alcoholism,  etc.),  as 
well  as  setting  policy  and  priorities  for  Indian  Health  Service.  In 
general,  these  departments  have  had  more  success  than  have  the 
health  boards.  However,  they  are  still  handicapped  because,  again,  they 
have  no  firm  source  of  funding  and  because  they,  like  the  health  boards, 
have  no  legal  authority  over  Indian  Health  Service. 
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CONTRACTING  WITH  TRIBES  AND  HEALTH  BOARDS 

Contracting  is  a  second  method  being  used  by  tribes  and  Indian 
Health  Service  to  increase  Indian  involvement  in  health  programs. 
Under  this  plan,  responsibility  for  health  programs  is  transferred  from 
Indian  Health  Service  to  the  tribe.  Through  a  formal  contracting 
procedure,  the  tribe  provides  particular  services,  and  Indian  Health 
Services  agrees  to  pay  the  tribe  for  those  services.  This  gives  the  tribe 
the  formal  authority  that  is  not  legally  available  to  the  Advisory 
Health  Boards.  Tribes  now  run  the  program  and  have  the  responsi- 
bility and  authority  to  set  priorities,  hire  staff,  and  make  all  other 
program  decisions.  Under  the  principle  of  self-determination,  each 
tribe  decides  which  programs,  if  any,  it  wishes  to  contract  from  Indian 
Health  Service. 

Legal  authorit}^  for  contracting  comes  from  the  Buy-Indian  Act 
(25  USC  47,  1834),  and  from  the  recently  adopted  Indian  Self -Deter- 
mination and  Education  Assistance  Act  (P.L.  93-628). 

Types  oj  contracts 

From  an  Indian  perspective,  there  are  two  types  of  contracts.  First 
are  those  for  services  which  have  very  little  to  do  with  policy-making 
or  shaping  the  kinds  of  health  services  that  Indians  receive.  These 
include  laundry,  garbage  disposal,  or  construction  of  sanitation  fa- 
cilities. Other  than  giving  tribes  some  experience  to  promote  direct 
Indian  involvement  in  health  care,  their  primary  role,  it  appears,  is 
to  provide  employment  to  Indian  workers,  and  profit  to  private  Indian 
firms  (an  extreme^  important  function,  but  not  directly  connected 
with  the  concept  of  Indian  involvement  in  health). 

The  second  type  of  contract  is  one  in  which  tribes  make  policy  and 
deliver  health  services  that  directly  impact  upon  the  quality  and 
quantity  of  health  services  that  this  section  discusses.  Services  that 
Indian  Health  Service  had  previously  provided  may  be  contracted; 
i.e.,  a  tribe  may  contract  to  run  a  hospital  that  had  been  run  by  Indian 
Health  Service,  or  a  tribe  may  contract  with  Indian  Health  Service 
to  perform  new  health  services,  such  as  the  Community  Health  Repre- 
sentatives (CHR)  program.  By  operating  such  programs,  the  tribe, 
at  least  theoretically,  has  the  authority  and  opportunity  to  set  its 
own  policy  and  thereby  reshape  the  delivery  of  those  services  to  that 
desired  by  the  Indian  people  themselves. 

Several  problems  with  the  contracting  mechanism  were  identified 
by  the  Task  Force.  A  major  one  is  the  inadequate  funding  most  Indian 
Health  Service  programs  now  receive.  Tribes  are  justifiably  reluctant 
to  assume  responsibility  for  an  underfunded  program  because  they 
realize  they  will  merely  be  contratcing  for  the  frustrations  now  faced 
by  Indian  Health  Service  administrators.  The  Self-Determination 
Act  provides  no  new  funding  for  program  operations  to  make  up  the 
existing  budget  shortfall.  However,  enactment  of  the  guaranteed 
benefit  package  recommended  in  a  separate  section  would  eliminate 
this  problem.  From  an  administrative  standpoint,  the  major  problem 
with  contracting  is  that  many  tribes  have  no  health  department  to 
plan  for  contracting  of  Indian  Health  Service  programs  in  a  co- 
ordinated and  rational  manner.  Thus,  tribes  may  end  up  contracting 
on  a  haphazard  basis.  Without  such  a  health  department,  the  tribe 
is  often  unable  to  coordinate  these  programs  or  to  provide  the  programs 
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with  the  overall  direction  and  monitoring  that  they  need.  The  lack 
of  direction  in  many  CHR  programs,  the  most  common  contracted 
health  program,  is  a  prime  example  of  this. 

CONCLUSIONS 

The  frustrations  felt  in  the  Indian  communities  in  regard  to  Indian 
involvement  in  health  require  new  legislation  that  establishes  new 
structures,  new  authorities,  and  new  funding  mechanisms  that  will 
insure  Indian  involvement. 

The  mechanisms  established  for  consumer  involvement  for  the  rest 
of  the  country  are  the  Health  Systems  Agencies  (HSA's)  created  by 
the  National  Health  Planning  and  Resources  Development  Act  of 
1975  (P.L.  93-641).  A  comparison  between  Indian  involvement 
mechanisms  and  the  USA's  highlights  the  weaknesses  in  the  Indian 
system  involvement. 

,  iuthority  and  functions. — HSA's  have  specific  legislative  authorities 
and  functions.  They  have  review  and  approval  authority  over  pro- 
posals for  various  kinds  of  federally-funded  programs.  They  are 
authorized  to  develop  health  plans  indicating  the  kinds  of  health 
services  needed  to  increase  the  accessibility,  acceptability,  continuity 
and  quality  of  health  delivery 'in  their  areas.  They  have  a  variety  of 
mechanisms  to  encourage  the  implementation  of  the  plans. 

Resources. — HSA's  receive  direct  funding  from  HEW  to  employ 
staff.  Each  HSA  is  funded  to  employ,  and  is  required  by  the  Act  to 
emplo\~,  no  less  than  five  professionals,  with  expertise  in  administra- 
tion, gathering  of  data,  health  planning  and  the  development  of 
health  resources. 

Training. — The  Act  also  established  Centers  for  Health  Planning, 
ten  of  which  are  funded  by  HEW,  whose  function  is  to  provide  tech- 
nical and  consulting  assistance  to  health  systems  state  agencies  and 
to  develop  innovative  approaches  for  them. 

Thus,  unlike  Indian  health  involvement  mechanisms,  HSA's 
have  clearly  defined  roles,  legal  authorit}^  direct  funding,  staff,  and 
other  resources  needed  to  carry  out  their  roles.  The  HSA's,  therefore, 
provide  a  model  for  restructuring  Indian  health  involvement 
mechanisms. 

RECOMMENDATIONS 

The  principle  of  self-determination  requires  that  each  tribe  possess 
the  option  of  exercising  as  much  authority  and  control  over  the  federal 
programs  now  serving  them  as  they  desire.  For  this  reason,  the  recom- 
mendations made  herein  are  strictly  optional.  They  should  be  made 
available  only  to  those  tribes  that  want  to  use  the  new  mechanisms. 
However,  tribes  should  have  the  right  not  to  do  so,  to  continue  to 
use  the  mechanisms  they  are  presently  using,  or  to  do  nothing  in  regard 
to  Indian  involvement  in  health. 

Congress  should  enact  legislation  giving  Tirbal  Health  Agencies 
(THA)  specific  policy  authority  over  Indian  Health  Service  and  pro- 
vide adequate  funding  to  those  agencies  so  that  authority  can  be 
properly  exercised.  The  legislation  should  require  that  the  Tribal 
Health  Agencies  meet  certain  minimum  standards  before  they  can 
exercise  that  authority  and  obtain  funding.  If  a  tribe  decides  to 
continue  with  its  existing  health  involvement  mechanisms,  it  may  do 
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so.  However,  it  would,  of  course,  not  be  eligible  for  funding  or  be 
permitted  to  exercise  the  authority  granted  under  the  legislation. 
This  approach  is  consistent  with  the  principles  of  self-determination, 
while  at  the  same  time  protects  the  government's  responsibility 
when  it  delegates  policy  authority.  Congress  should  enact  legislation 
that  would  provide  for  the  establishment  of  Tribal  Health  Agencies 
by  tribes  desiring  them.  The  structure  of  the  Tribal  Health  Agency 
would  be  left  to  the  tribe  except  that: 

1.  It  shall  be  established,  through  resolution  by  the  appropriater 
tribal  governing  bod}^ 

2.  It  would  have  a  governing  board  including  tribal  members  who 
use  Indian  Health  Service  services.  This  board  could  be  the  existing 
tribal  health  board  or  a  new  entity  created  by  the  tribal  governing 
body. 

3.  It  should  have  one  or  more  professional  staff  persons  knowl- 
edgeable in  health  and  in  the  health  concerns  of  tribal  members. 

4.  It  should  be  given  authority  by  the  tribal  governing  body  to 
oversee  and  coordinate  the  various  health  programs  administered 
by  the  tribe  (CHR's,  alcoholism,  and  nutrition  programs,  etc.)  and 
generally  have  the  authority  to  act  as  the  tribal  government's  admin- 
istrative arm  on  health  matters. 

The  THA  that  meets  these  conditions  should  be  given  the  following 
authority : 

1.  To  develop  a  comprehensive  tribal  health  plan  and  to  require 
all  health  agencies,  including  Indian  Health  Service,  to  develop 
their  plans  within  the  parameters  established  by  the  overall  tribal 
priorities  and  plan. 

2.  To  develop  the  Service  Unit  budget  jointly  with  Indian  Health 
Service  and  to  approve  that  budget  and  accompanying  Service  Unit 
plans  before  they  are  submitted  to  the  Area  Director.  This  approach 
will  succeed  only  if  the  present  crisis  environment  is  eliminated  through 
Congressional  approval  of  a  guaranteed  health  benefit  package  for 
Indians,  Under  the  benefit  package  concept,  all  the  basic  inpatient 
and  outpatient  services  to  be  provided  should  be  established  and  fully 
funded  by  Congress.  This  would  permit  attention  to  long-range 
preventive,  outreach,  education  and  other  programs  administered 
by  tribes.  In  developing  the  Service  Unit  plan  and  budget,  the  THA 
shall  have  the  authority  to  begin  with  a  "zero  based"  budget  and  not  be 
locked  into  existing  Indian  Health  Service  programs.  Since  funding 
will  always  be  finite,  this  is  the  only  way  tribes  can  insure  that  the 
priorities  are  carried  out. 

3.  To  set  standards  for  the  Service  Unit  and  to  monitor  the  activities 
of  the  Service  Unit  so  that  it  is  accountable  to  the  Indian  Community. 

4.  Within  general  Civil  Service  requirements,  appoint  the  Service 
Unit  Director  for  the  Service  Unit;  and  when  justifiable  grounds  are 
demonstrated,  the  THA  shall  have  the  authority  to  initiate  action, 
through  Civil  Service  procedures,  to  obtain  removal  of  the  Service 
Unit  Director.  The  THA  would  have  no  authority  regarding  the 
employment  procedures  of  any  other  Indian  Health  Service  emploj^ee. 

To  insure  that  THA's  have  the  power  to  enforce  their  decisions, 
formal  appeal  mechanisms  would  be  established.  When  a  THA  be- 
lieves that  a  Service  Unit  is  not  complying  with  its  directives,  the 
THA  would  have  the  right  to  a  formal  hearing  with  the  Area  Director, 
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and  then  the  Indian  Health  Service  Director,  requiring  them  to  show 
cause  why  the}'  should  not  order  the  Service  Unit  to  comply  with  the 
Til  As  directives. 

Building  on  the  Area  Health  Boards,  Area  Indian  Health  Agencies 
(AIHA's)  should  be  established  with  federal  funding  and  be  composed 
of  representatives  of  the  THA's.  AIHA's  should  be  adequately  stafTed 
and  be  given  responsibility  for: 

1.  Evaluating  (not  monitoring)  the  activities  of  the  Service  Units  in 
its  Area. 

2.  Monitoring  and  evaluating  the  Area  Office. 

3.  Appointing  the  Area  Director. 

4.  Providing  technical  assistance  and  training  to  the  THA's. 

The  National  Indian  Health  Board  should  be  federally  funded  to 
serve  as  an  Indian  Center  for  Health  Planning.  It  should  be  responsible 
for  training,  technical  assistance,  and  the  development  and  dissemina- 
tion of  innovative  programs  and  approaches  for  THA's.  It  should  also 
be  responsible  for  monitoring  and  evaluating  the  performance  of  the 
Indian  Health  Service  headquarters. 

The  Task  Force  believes  that  this  approach  resolves  many  of  the 
problems  regarding  Indian  involvement  that  were  raised  during  our 
hearings  and  investigations.  It  clarifies  the  relationship  between  tribal 
government  and  tribal  health  boards  in  a  manner  consistent  with  the 
Self-Determination  Act;  it  gives  tribal  health  agencies  clear  roles 
and  specific  authority  over  Indian  Health  Service;  it  creates  a  single 
agency  to  speak  for  the  tribe  about  health  and  to  coordinate  all  health 
programs,  both  federal  and  tribal,  on  its  reservation.  It  provides  ade- 
quate and  dependable  funding  for  tribal  health  policy-makers  as  well 
as  necessary  staff,  training,  and  technical  back-up  to  permit  them  to 
competently  carry  out  their  responsibilities. 


Chapter  21 


Discrimination  and  Civil  Rights 

DISCRIMINATION 

Under  the  concept  known  as  "dual  entitlement,"  Indians  and 
Alaska  Natives,  because  of  their  unique  federal  relationship,  receive 
special  government  services,  and  at  the  same  time  have  the  same  rights 
as  all  other  citizens  to  services  and  programs  provided  by  Federal  and 
state  governments.  This  means  that  if  an  Indian  chooses  to  obtain 
health  care  from  a  program  other  than  Indian  Health  Service,  he  or 
she  cannot  be  turned  away  on  the  grounds  that  special  services  are 
already  available.  This  right  does  not  relegate  Indians  to  second-class 
citizenship  regarding  eligibility  for  mainstream  government  programs. 
Indian  Health  Service  receives  limited  funds;  therefore,  alternative 
health  care  resources  are  essential. 

Despite  clear  legal  entitlement,  Indians  are  denied  services  and 
benefits  by  federally  funded,  state  and  local  health  programs.  Indians 
seeking  access  to  non-Indian  Health  Service  medical  care  are  subject 
to  discrimination  and  mistreatment,  which  limits  the  range  of  health 
services  available  to  them. 

Federal,  state  and  local  governments  administer  or  fund  a  broad 
range  of  health  programs  for  individuals — including  direct  services 
such  as  county  hospitals,  mental  institutions,  crippled  children  serv- 
ices, and  vocational  rehabilitation  services  and  payment  or  financing 
programs  such  as  Medicare,  Medicaid,  and  Workman's  Compensation 
and  Veterans  Administration  services.  These  programs  extend  the 
limited  Indian  Health  Service  resources  and  provide  services  that 
Indian  Health  Service  is  unable  to  provide;  and  they  offer  Indians 
alternative  sources  of  care  when  Indian  Health  Service  may  not  be 
accessible.  They  are  also  the  primary  sources  of  services  for  many 
Indians  who  are  not  eligible  for  Indian  Health  Service  services. 

Title  VI  of  the  1964  Civil  Rights  Act  bans  discrimination  "on  the 
ground  of  race,  color,  or  national  origin,"  in  "any  program  or  activity 
receiving  federal  financial  assistance."  The  limited  number  of  govern- 
mental programs  which  are  not  recipients  of  federal  money  are  for- 
bidden by  the  14th  Amendment  to  the  Constitution  from  discriminat- 
ing on  the  basis  of  race,  color  or  national  origin.  HEW  has  specifically 
provided  "that  no  recipient  of  federal  financial  assistance  may,  there- 
fore, refuse  to  certify  as  eligible  or  fail  to  provide  health  services  to 
Indians  on  the  ground  that  Indian  Health  Service  services  are  avail- 
able. Such  refusals  are  a  violation  of  Title  VI  of  the  Civil  Rights  Act  of 
1964.  They  exclude  persons  from  the  provision  of  such  services  purely 
on  grounds  of  race  or  national  origin." 

The  concept  of  dual  entitlement  is  valid.  However,  it  provides  a 
convenient  excuse  for  Congress  to  shrink  its  responsibility  for  appro- 
priating sufficient  funds  to  Indian  Health  Service,  in  that  other  serv- 
ices are  theoretically  available.  Non-Indian  Health  Service  providers 
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do  not  want  to  give  their  services  because  Indians  are  eligible  for 
Indian  Health  Service  benefits,  while  other  citizens  are  not.  Thus,  dual 
em  it  lenient  creates  problems  that  end  in  discrimination,  the  very 
thing  it  was  intended  to  prevent. 

Tri- Agency  Memorandum  of  Agreement 

More  than  one  agency  within  HEW  is  responsible  for  dealing  with 
this  problem,  and,  in  fact,  the  responsible  agencies  have  gotten  together 
to  try  to  develop  a  solution.  In  1974,  Indian  Health  Service,  the  Office 
for  Civil  Rights  (OCR)  and  the  Medical  Services  Administration 
(MSA  in  SRA)  entered  into  a  Memorandum  of  Agreement  on  the 
Provision  of  Medical  Services  to  Indians.  The  Agreement  acknowl- 
edges the  eligibility  rights  of  Indians  for  federally  funded  programs, 
and  acknowledges  IHS'  status  as  a  residual  program.  Each  of  the 
agencies  agreed  to  assume  certain  tasks  in  order  to  see  that  the 
rights  are  enforced. 

The  Office  for  Civil  Rights  (OCR)  agreed  to:  Require  state  and 
local  medical  services  agencies  to  adequately  publicize  the  availability 
of  services  to  Indian  communities  where  past  practices  have  created 
an  impression  that  such  services  were  not  available;  to  obtain  informa- 
tion from  agencies  and  providers  relating  to  the  acceptance  or  refusal 
to  treat  Indian  patients;  to  receive  complaints  and  to  commence 
formal  enforcement  proceedings  against  any  provider  or  agency  which 
does  not  provide  requested  information  or  which  refuses  to  serve 
Indians. 

The  Indian  Health  Service  agreed  to:  Ascertain  the  number  of 
Indians  who  are  eligible  for  programs  administered  by  other  federal 
agencies,  by  state,  local  and  private  entities  receiving  federal  financial 
assistance,  and  to  inform  Indian  people  about  available  health  pro- 
grams. In  addition,  Indian  Health  Service  is  to  provide  OCR  with 
quarterly  reports  containing  the  names  of  all  Indians  who  have  been 
referred  to  Indian  Health  Service  by  other  health  care  providers 
even  though  the  Indians  were  eligible  for  services  or  third-party 
payment  benefit  at  the  referring  facility. 

The  Medical  Services  Administration  agreed  to:  Both  assure  and 
inform  state  agencies  that  no  state  plan  or  practices  permit  agencies 
to  refuse  to  certify  eligibility  or  provide  services  on  the  grounds  that 
Indian  Health  Service  is  available;  at  the  request  of  state  Medicaid 
agencies  to  provide  technical  assistance  so  that  a  state  may  develop 
procedures  to  establish  eligibility  of  Indians  prior  to  the  time  for 
services,  or  third-party  reimbursement  may  arise. 

The  Memorandum  addresses  the  problems  frontally  and  theore- 
tically develops  a  Coordinated  solution  to  them.  However,  testimony 
from  the  three  agencies  provided  at  a  Task  Force  hearing,  and  in 
written  communications  from  them,  indicates  that  while  the  agencies 
have  taken  some  action,  they  have  failed  to  carry  out  most  of  their 
responsibilities  under  the  Agreement.  This  explains  why  problems 
of  discrimination  continue  to  be  raised  by  Indians  at  the  Task  Force 
hearings. 

This  can  best  be  confirmed  by  the  fact  that  only  seven  charges  of 
discrimination  have  been  reported  by  Indian  Health  Service  officials 
to  OCR  since  the  inception  of  the  Agreement  in  1973.  One  of  the 
Charges  was  made  after  an  Indian  person  was  denied  care  from  a  non- 
Indian  facility  and  subsequently  died  at  Talihina,  Oklahoma.  How- 
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ever,  Indian  Health  Service,  after  making  the  case  referral,  did  not 
follow  up  on  the  outcome,  stating,  "The  results  of  which  we  are  not 
aware  of,  but  we  are  aware  OCR  is  pursuing  them."  If  Indian  Health 
Service  is  not  1  'aware"  of  the  outcome  of  such  a  serious  matter  as  the 
death  of  an  Indian  because  of  discrimination  ending  in  denial  of  medi- 
cal care,  it  is  plausible  to  conclude  that  Indian  Health  Service  is  not 
aware  of  other  cases  as  well. 

But  larger  than  that  one  issue,  Indian  Health  Service  has  agreed 
to  work  with  SRS,  DHEW,  other  agencies,  and  tribal  governments 
to  identify  those  Indians  eligible  for  other  federal  services.  Yet,  in 
the  Task  Force  hearings  the  Director  of  Indian  Health  Service 
stated  it  was  impossible  to  do  this  within  the  present  funding  limita- 
tions, without  diversion  of  resources  away  from  health  services. 
Indian  Health  Service  also  agreed  to  inform  OCR  of  the  number, 
general  location  and  identity  of  eligible  individuals.  Because  of  the 
previously  mentioned  lack  of  resources.  IHS  has  not  done  this.  There 
is  no  formal  mechanism  for  identifying  those  individuals  who  can 
receive  health  care  from  sources  other  than  Indian  Health  Service; 
therefore,  it  is  not  known  how  many  Indians  are  eligible  for  them. 
Without  this  information,  it  is  impossible  to  monitor  the  sources  of 
the  Agreement. 

Indian  Health  Service  is  responsible  for  publicizing  eligibility 
requirements.  The  efforts  in  this  area  have  been  insufficient.  They  have 
distributed  copies  of  the  agreement  and  information  regarding  dual 
entitlement,  by  meeting  with  all  National  Indian  Organizations  and 
Health  Boards,  yet  this  information  does  not  filter  down  to  the  local 
people  who  are  most  likely  to  be  discriminated  against.  No  efforts 
have  been  made  to  inform  state  officials  and  local  health  care  pro- 
viders. Another  problem  is  that  it  is  easier  for  a  health  provider  to 
bill  Indian  Health  Service  rather  than  enroll  the  recipient  in  a  non- 
Indian  Health  Service  program. 

OCR  has  concluded  that  discrimination  against  Indians  does  not 
exist  because  so  few  cases  have  been  reported.  However,  based  upon 
the  frequency  with  which  this  policy  issue  has  been  raised  at  the  Task 
Force  hearings  and  other  hearings,  the  Task  Force  feels  that  the 
lack  of  complaints  signifies  a  communication  problem  and  lack  of 
information  rather  than  the  absence  of  discrimination  as  implied  by 
OCR.  Once  a  case  has  been  referred  to  OCR,  there  is  no  formal 
mechanism  to  follow  up  and  ensure  that  proper  action  is  taken. 

SRS  has  demonstrated  a  profound  lack  of  initiative  in  meeting 
its  responsibilities  of  the  Agreement.  SRA  agreed  to  provide  technical 
assistance  to  state  Medicaid  program  officials  so  that  states  might 
develop  procedures  they  deem  appropriate  by  which  the  eligibility 
of  Indians  may  be  established  prior  to  the  time  needed  for  services 
or  third-party  reimbursement  of  medical  costs  may  arise.  No  states 
have  made  a  request  for  technical  assistance  in  this  matter,  there- 
fore, SRS  has  done  nothing  to  meet  the  responsibility.  SRS  regional 
offices  are  required  to  monitor  state  plans  to  insure  compliance  with 
the  agreement,  When  asked  at  the  Task  Force  hearing  what  the  formal 
monitoring  procedure  for  this  was,  SRS  replied  it  does  not  exist. 

The  testimony  at  the  hearing  also  disclosed  that  in  disseminating 
information  on  the  Memorandum  to  the  Indian  people,  none  of  the 
agencies  ever  contacted  the  urban  Indian  organizations.  Yet,  a  major 
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portion  of  the  discrimination  occurs  in  urban  areas,  and  the  place  an 
I  ndian  is  most  likely  to  bring  his  or  her  complaint  is  to  the  urban  Indian 
health  center. 

The  reasons  provided  by  the  agencies  for  their  inadequate  perform- 
niico  are  valid;  real  problems  do  exist,  but  none  are  insuperable.  The 
underlying  reasons  for  the  failure  to  eradicate  the  problem  are  twofold. 
The  first  is  that  none  of  the  agencies  is  in  an  appropriate  position  to 
carry  out  fully  the  tasks  assigned  to  them.  OCR  is  located  in  the 
HEW  regional  offices,  inaccessible  to  most  of  the  remote  reservations. 
The  OCR  staff  is  already  overcommitted  in  its  other  responsibilities; 
it  has  been  the  subject  of  court  suits  and  Congressional  hearings  on 
their  failures  in  education  desegregation,  employment  discrimination 
and  sex  discrimination  in  education.  These  other  areas  have  dominated 
OCR's  attention.  Indians  are  a  low  priority;  and  without  specific  funds 
allocated  just  for  implementation  of  the  Memorandum  of  Agreement, 
little  time  will  be  spent  carrying  it  out. 

Indian  Health  Service  staff  has  to  deal  with  immediate  medical 
problems,  which  must  take  priority  over  legal  issues.  Nor  is  Indian 
Health  Service  staffed  or  oriented  to  being  a  monitoring  and  enforce- 
ment agency.  The  interests  of  MSA  and  SRS  run  counter  to  that  of 
the  Agreement.  When  an  Indian  uses  an  SRA  funded  program  in  lieu 
of  Indian  Health  Service  services,  the  money  comes  out  of  the  SRS  pro- 
gram. Since  they  would  prefer  to  see  Indian  Health  Service  bear  the 
costs,  SRS  has  been  less  than  enthusiastic  in  carrying  out  its  part  of 
the  agreement. 

The  second  major  problem  is  that  there  is  no  agency  in  HEW  that 
lias  the  authority  to  monitor  the  Memorandum  and  to  insure  that  the 
participating  agencies  meet  the  repsonsibilities  they  assumed  in  it. 
The  information  collected  by  the  Task  Force  makes  it  clear  that  the 
Indian  people  cannot  depend  on  the  good  will  of  the  participating 
agencies  to  make  implementation  happen.  Also,  as  pointed  out  by  the 
Indian  Health  Service  Director,  none  of  the  agencies  in  HEW  are  re- 
quired to  keep  utilization  data  b}^  "Indian."  Most  reporting  systems 
only  require  a  data  breakdown  by  "white"  and  "non-white,"  or  by 
"white,"  "black,"  "Spanish-surnamed,"  and  "other."  Therefore,  even 
if  HEW  wanted  to  monitor  the  Agreement,  and  make  sure  that  In- 
dians were,  in  fact,  getting  the  use  of  the  various  HEW  funded  health 
programs,  there  would  be  no  data  to  enable  the  Department  to  do  so. 

The  Task  Force  also  heard  testimony  on  the  mistreatment  of  Indian 
patients  by  non-Indian  Health  Service  providers.  Often  when  receiving 
services  provided  through  Indian  Health  Service  contract  care  funds, 
but  also  when  using  Medicaid  and  other  programs,  Indians  are  treated 
as  second-class  citizens  by  providers,  and  subjected  to  behavior  which 
insults  their  dignity  and  hinders  the  medical  treatment  process.  Many 
Indians  do  not  speak  English,  making  hospital  staff  impatient  and 
unresponsive.  The  facilities  do  not  respect  or  take  into  account  the 
special  cultural  needs  of  Indians;  yet,  during  a  hospital  stay,  the  sup- 
port that  can  come  through  culturally  sensitive  treatment  is  more 
important  than  ever. 

Indian  Health  Service  has  made  no  systematic  effort  to  adapt 
contract  care  facilities  to  the  cultural  needs  of  Indians  or  to  impose 
sanctions  when  those  facilities  engage  in  discriminatory  conduct 
against  Indians.  Because  of  Indian  Health  Service's  dependence  on 
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the  contract  care  providers,  they  feel  that  raising  complaints  with  the 
providers  could  antagonize  them  and  induce  them  to  refuse  to  partici- 
pate in  the  Indian  Health  Service  contract  program.  As  a  result,  the 
discriminatory  behavior  continues  to  be  tolerated  and  is  perpetrated. 

DISCRIMINATION 

Recommendations 

1.  A  special  office  for  civil  rights  should  be  created  within  the  pro- 
posed cabinet-level  agency  for  Indian  Affairs,  with  authority  and 
responsibility  for  investigating  charges  of  discrimination  against  In- 
dians. In  addition  to  responding  to  specific  complaints  of  discrimina- 
tion, it  will  have  responsibility  to  aggressively  seek  out  potential 
areas  of  discrimination  and  take  appropriate  remedial  measures. 
HEW  should  also  require  all  HEW  funded  programs  to  collect  data  on 
Indian  utilization.  This  data  should  be  sent  to  the  Indian  Agency 
Civil  Rights  Office,  which  has  the  responsibility  of  reviewing  it  and 
determining  which  programs  were  underserving  Indians,  and,  through 
the  Secretary,  require  such  agencies  to  take  the  necessary  action  to 
correct  the  problem. 

2.  In  the  absence  of  such  an  agency,  the  newly  staffed  HEW  intra- 
departmental  council  on  Indian  Affairs  should  be  given  the  authority 
to  monitor  the  Memorandum  of  Agreement  and  to  compel  the  partici- 
pating agencies  to  take  necessary  action  to  meet  their  responsibilities 
under  it. 

3.  Grant  to  Indian  tribes  and  urban  Indian  organizations  the  power 
through  legislative  amendment  to  require  OCR  to  follow  up  on  ail 
charges  of  discrimination  to  their  satisfaction. 

4.  Require  IHS  to  expand  and  strengthen  its  information  and  edu- 
cation programs  to  better  inform  Indians  as  well  as  state  and  local 
officials  regarding  concepts  of  dual  entitlement  and  the  tri-ageney 
Memorandum  of  Agreement. 


Chapter  22 

Problems  of  Health  Care  of  Urban  Indians 

Relationship  between  urban  Indians  and  the  Indian  Health  Service 

About  one-half  of  all  Indians  now  reside  in  urban  areas.  The  Indian 
Health  Service  (IHS)  acknowledges  that  the  law  and  the  intent  of 
Congress  do  not  exclude  urban  Indians  from  receiving  the  same 
health  care  that  the  Indian  Health  Service  provides  to  reservation- 
based  Indians.  IHS,  however,  denies  direct  services  to  urban  Indians, 
and  justifies  its  denial  of  these  health  services  on  the  fact  that  it 
receives  a  woefully  low  budget,  too  low,  in  fact,  to  meet  the  needs  of 
even  the  recognized  tribes  in  their  own  communities.  IHS  considers 
itself  to  be  "an  agency  of  last  resort"  for  Indians  in  urban  areas.  It 
often  requires  urban  Indians  to  utilize  Medicaid  or  Medicare  (if 
they  are  eligible  for  them)  before  IHS  benefits  are  provided.  The 
programs  of  IHS  are  then  used  to  deal  with  the  problem  not  taken 
care  of  by  the  medicaid  and/or  medicare  s}^  terns.  The  provision  of 
health  services  to  urban  Indians  who  can  travel  to  their  "home"  IHS 
facility  is  not  pertinent  to  most  urban  Indians  who  may  be  hundreds  of 
miles  from  the  IHS  facility. 

Much  of  the  health  care  delivery  system,  both  private  and  public 
(and  some  of  it  federally  funded),  is  either  not  aware  of,  or  simply 
fails  to  recognize  the  IHS  position  with  respect  to  urban  Indians. 
These  programs,  consequently,  continue  to  operate  under  the  incorrect 
assumption  that  IHS  is  the  primary,  if  not  the  only,  source  of  health 
care  for  all  Indians. 

In  1952,  the  Bureau  of  Indian  Affairs  (BIA),  under  a  policy  of 
termination  of  federal  supervision  of  Indian  activities,  initiated 
relocation  programs  offering  both  direct  job  placement  and  vocational 
training  that  stimulated  the  massive  city-wards  influx  of  about  one- 
third  of  the  nation's  Indian  population.  However,  upon  conclusion  of 
BIA  support,  Indians  were  left  to  their  own  resources,  and  encountered 
full  force  the  handicaps  that  minority  cultures  have  traditionally 
experienced  in  our  modern  competitive  society. 

IHS,  which  has  had  the  responsibility  of  providing  health  care  to 
the  Indians  since  1955,  generally  sees  its  role  as  providing  services  to 
those  Native  Americans  residing  on  federally-recognized  reservations 
and  the  states  of  Alaska  and  Oklahoma,  with  the  exception  of  Okla- 
homa City  and  Tulsa. 

IHS  provides  direct  health  care  at  its  facilities  on  federally- 
recognized  reservations,  thus  highlighting  the  special  status  that 
Indians  hold  while  living  on  reservations.  Expectations  of  this  special 
status  are  thus  strengthened  and  reinforced  while  on  the  reservation. 
However,  this  in  turn  contributes  greatly  to  the  inability  of  the 
Indian  to  adjust  to  an  urban  environment  when  he  leaves  the  reserva- 
tion, and  finds  out  that  the  care  provided  by  IHS  is  no  longer  available 
in  the  urban  setting.  In  fact,  when  a  reservation  Indian  relocates  to  a 
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city,  the  health  care  once  provided  to  him  by  IHS  is  now  denied  to 
him  under  the  rationale  that  funding  for  such  care  is  not  within  the 
budgetary  means  of  IHS.  While  IHS  may  have  the  desire  to  serve  all 
Indians,  it,  like  all  organizations,  must  undergo  a  process  of 
prioritization. 

This  leads  to  the  provision  of  direct  health  care  only  to  those  who 
live  on  federally-recognized  reservations.  The  priorities  of  IHS  range 
from  providing  direct  care  to  Indians  on  federally-recognized  reser- 
vations, to  Indians  living  within  a  close  proximity  to  such  a  reserva- 
tion, to  certain  others  who  are  members  of  federally-recognized 
tribes.  The  urban  Indian  comes  under  the  lowest  category  of  prioritiza- 
tion. Thus,  the  important  question  to  be  raised  here  is  how  IHS 
engages  in  its  process  of  priorities  so  that  the  urban  Indian  is  last  on  the 
list,  notwithstanding  whatever  desire  there  may  be  on  the  part  of  IHS 
to  provide  care  to  all  Indians. 

The  end  result  of  IHS  priorities,  interpretation  of  policies,  and  a 
limited  budget  is  that  urban  Indians  experience  great  difficulty  in 
obtaining  health  care. 

Studies  have  repeatedly  demonstrated  that  tax-supported  social 
institutions  continue  to  practice  gross  discrimination  against  Indian 
people — whether  by  intention  or  ineptitude.  While  often  ignoring  the 
imperative  social  needs  of  Indians,  they  tend  to  undermine  Indian 
morals  and  values.  Schools,  welfare  agencies,  courts,  law  enforcement 
agencies,  and  other  institutions  having  the  greatest  contact  with 
Indians  in  the  cities,  have  the  poorest  record  of  problem  solving  and  of 
removing  their  charges  from  the  cycle  of  failure  and  dependency. 

Left  with  almost  no  place  to  turn  from  which  to  seek  help,  Indians 
in  cities  across  the  country  through  their  own  efforts  began  to  estab- 
lish urban  Indian  health  care  programs. 

The  development  of  urban  Indian  health  care  programs 

Initially,  Indian  and  other  community  leaders  formed  small  volun- 
teer clinics  which  operated  on  a  part  time  basis.  It  was  not  long  before 
large  numbers  of  Indian  patients  came  to  be  treated  as  a  facility  that 
they  perceived  to  be  culturally  acceptable.  This  led  in  short  time  to  a 
fuller  realization  of  the  numbers  of  people  with  unmet  needs,  as  well 
as  a  better  assessment  of  actual  medical  needs  and  problems.  As  this 
type  of  voluntary  operation  developed,  the  leaders  of  these  urban 
Indian  health  organizations  became  increasingly  sophisticated,  until 
they  reached  the  point  where  it  was  possible  to  seek  out  and  receive 
funds  to  operate  the  clinics  on  a  more  effective  basis.  Eventually 
greater  funding  was  obtained;  greater  organizational  and  political 
skills  were  learned;  and  thus,  the  establishment  of  urban  Indian  health 
care  facilities  occurred  in  cities  across  the  country. 

Yet  these  urban  Indian  health  care  operations  are  still  by  and  large 
self  maintained,  even  though  there  is  a  growing  interest  on  the  part  of 
some  of  the  federal  agencies  to  insure  conditioned  funding  and  other 
types  of  assistance.  Unfortunately,  however,  funding  levels  do  fluctu- 
ate from  year  to  year  so  it  is  difficult,  if  not  impossible,  to  do  any  real 
planning  of  services,  attract  professionals  on  a  long  term  basis,  etc. 
Recently,  IHS  has  included  in  its  budget  limited  funds  for  several 
urban  Indian  health  organizations,  but  as  yet  there  is  still  not  a  na- 
tional policy  to  adequately  provide  uniform  health  care  to  all  urban 
Indians.  The  multiplicity  of  funding  sources  creates  additional 
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burdens  on  clinic  administrators  who  must  spend  inordinate  amounts 
of  time  dealing  with  various  agencies  of  the  federal  government. 

There  is  a  lack  of  real  concern  about  the  status  of  urban  Indian 
heal tli  care  on  the  part  of  many  local,  state,  and  federal  officials.  This 
may  be  due  to  several  factors,  but  included  in  that  list  is  an  uneducated 
view  as  to  what  the  real  needs  of  urban  Indians  are.  It  should  not  be 
surprising  how  misinformed,  and  uninformed,  supposedly  knowledge- 
able health  officials  are  regarding  the  status  and  health  needs  of  urban 
Indians. 

There  is  not  at  this  time  any  national  policy  on  urban  Indian 
health  care.  Various  federal  agencies  respond  differently  when  they 
are  presented  with  a  problem  or  a  request.  Some  may  not  respond  at 
all,  or  may  respond  negatively,  which  raises  again  the  issue  of  a  lack 
of  concern  and  knowledge. 

There  are  varying  degrees  of  local  and  state  involvement  which  vary 
from  city  to  city  and  from  state  to  state  regarding  urban  Indian  health 
care.  One  state,  California,  has  enacted  legislation  which  provides 
for  urban  Indian  health  care  needs.  In  other  states,  such  an  approach 
would  not  even  be  considered.  Some  city  governments  such  as  Seattle 
have  responded  sensitively  to  urban  Indian  needs  including  health 
needs,  while  others  are  considerably  less  sympathetic. 

Development  and  current  status  of  urban  Indian  health  care  programs 

IHS,  as  a  matter  of  polic}^  based  on  budget,  does  not  provide  any 
substantial  services  to  urban  Indians.  They  do,  however,  provide 
some  assistance  to  urban  Indian  health  organizations.  That  level  of 
assistance  varies  from  city  to  city  and  consequently,  the  type  and 
quality  of  service  provided  by  those  health  organizations  also  varies. 
From  an  examination  of  the  documents  provided  by  various  urban 
Indian  health  organizations,  as  well  as  information  gained  during 
Task  Force  hearings  in  urban  areas  around  the  country,  it  appears 
that  progress  in  developing  health  facilities  is  random.  Further,  there 
seems  to  be  a  correlation  with  the  efforts  of  local  urban  Indian  activists 
concerned  about  health  problems.  The  Federal  government  through 
IHS  has  not  taken  an  advocacy  position  to  deal  with  the  health  of 
the  urban  Indian.  Rather,  it  is  left  up  to  the  local  community  to 
advocate  for  itself  with  IHS,  other  federal,  state  and  local  agencies, 
and  levels  of  government.  The  result  is  a  disorganized  delivery  s}^stem 
whereby  the  group  with  the  greatest  resources,  organizational  skills, 
and  political  contacts  often  ends  up  with  the  most  funding.  Health 
care  needs  may  be  greater  in  a  community  which  is  not  able  to  mount 
a  successful  effort  in  securing  funds  or  other  assistance  from  the  federal 
or  other  levels  of  government.  An  additional  result  of  the  fact  that 
neither  IHS  nor  any  federal  subsj^stem  advocates  for  urban  Indian 
health  care,  is  the  lack  of  national  standards,  criteria,  and  objectives, 
in  terms  of  providing  health  care  to  urban  Indians. 

Much  of  the  success  in  establishing,  maintaining,  and  operating 
health  clinics  by  and  for  urban  Indians,  seems  to  depend  on  the 
personal  relationship  between  urban  Indian  leaders  in  a  given  com- 
munity and  elected  or  appointed  officials  in  various  government 
bureaucracies.  This  again  helps  to  sustain  the  already  spotty  picture 
of  urban  Indian  health  care.  The  personality,  for  instance,  of  an  IHS 
area  director  may  play  a  role.  If  the  area  office  is  broadminded, 
innovative,  sincerely  concerned,  and  well  informed  about  urban  Indian 
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health  problems,  then  of  course  the  obstacles  to  be  overcome  by  the 
community  may  not  be  quite  as  insurmountable.  Conversely,  the 
opposite  may  also  hold  true,  and  thus  another  set  of  obstacles  is 
placed  in  the  way  of  establishing  well  organized  and  well  run  urban 
Indian  health  centers. 

Selected  demographic  data 

Since  Indians  in  a  given  city  do  not  all  live  in  the  same  neighborhood, 
it  is  often  difficult  to  tell  that  an  urban  area  has  large  numbers  of 
Indian  residents  at  all.  However,  generally  accepted  Indian  population 
figures  for  a  number  of  cities  are  as  follows:  Seattle,  20,000;  Minne- 
apolis, over  25,000;  San  Francisco,  45,000;  Los  Angeles  County, 
80,000;  Sacramento,  12,000;  San  Jose,  7,000.  The  migration  of  Indians 
to  urban  centers  is  a  relatively  new  phenomenon.  Much  of  the  increase 
in  California's  Indian  population,  for  example,  has  occurred  in  the  last 
decade  and  has  been  due  to  the  influx  of  Indians  relocated  from  reser- 
vations in  other  states  to  urban  centers  in  California. 

Population  shifts  from  reservation  to  urban  areas  has  resulted  in 
an  ever  increasing  number  of  Indians  who  find  themselves  with- 
out basic  health  care.  It  is  helpful  to  keep  in  mind  that  even 
though  the  population  has  shifted  to  urban  areas,  the  budgets  which 
provide  health  care  have,  by  and  large,  remained  focused  on  the 
reservation. 

Urban  Indians  are  scattered  within  cities.  Therefore,  community 
health  facilities,  serving  a  specific  geographic  area,  design  their  services 
for  a  particular  population,  only  a  small  number  of  which  may  be 
Indian.  The  Seattle  Indian  Health  Board,  for  example,  experienced 
great  difficulty  in  obtaining  Model  Cities  monies  because  Indians  in 
Seattle  do  not  necessarily  reside  in  Model  Cities  neighborhoods,  and 
when  they  do,  there  are  too  few  of  them  to  constitute  a  basis  for 
funding  from  Model  Cities. 

It  has  been  demonstrated  that  urban  Indian  families  and  individuals 
are  highly  mobile,  and  thus  move  from  city  to  city  in  search  of  employ- 
ment, education,  and  for  a  host  of  other  reasons.  For  instance,  the 
average  Indian  residence  in  Minneapolis  is  less  than  5  years.  This 
transient  nature  of  Indians  obviously  interferes  with  continuity  of 
health  care. 

Data  has  been  collected  by  Fuchs  from  277  families  randomly 
selected  from  a  list  of  5000  families  in  the  three  San  Francisco  Bay 
area  counties  (San  Francisco,  Alameda  and  Santa  Clara)  having  the 
largest  Native  American  population  in  the  Bay  area.  There  is  a  dis- 
proportionately large  number  of  school  age  children  and  women  in 
child-bearing  years.  In  addition,  the  age  distribution  illustrates  the 
fact  that  a  high  proportion  of  the  sample  are  dependents  rather  than 
possible  wage  earners. 

Length  of  time  in  the  city 

One-third  of  the  sample  were  not  located,  presumably  because 
they  had  moved  and  left  no  forwarding  address.  Of  those  families 
interviewed,  29  percent  had  been  at  their  present  address  for  less 
than  one  year  (See  Table  1),  and  only  26  percent  had  lived  at  their 
current  address  for  more  than  seven  years.  This  study  did  not  deter- 
mine the  number  of  Indians  who  came  to  the  area  through  the  BIA 
relocation  programs  when  they  relocated  the  most  people,  about  10 
years  before  the  study. 
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Socioeconomic  characteristics 

Employment. — Thirty-seven  percent  of  the  families  surveyed  had 
no  working  members.  The  unemployment  rate  for  Indians  is  much 
higher  than  rates  for  both  the  Black  and  White  population  in  the 
Bay  area  reported  by  the  1970  census  (Census  Report  PC1-C6). 

Although  Native  Americans  report  the  highest  unemplo3'inent  rates 
in  the  Bay  area,  these  data  suggest  a  significant  improvement  from 
unemployment  rates  on  reservations.  Jorgensen  (1972)  reports  that 
the  unemployment  rates  on  reservations  are  as  high  as  49  percent. 

Only  26  percent  of  the  individuals  in  this  study  were  employed. 
Table  2  presents  data  on  employment  status  for  those  21  years  of 
age  and  older,  excluding  housewives,  students,  and  retired  persons. 
The  unemployment  rate  is  still  high  (30  percent  or  over)  for  all  age 
groups.  Those  between  31-40  reported  23  percent  unemployment. 

Employment  is  also  related  to  length  of  time  in  the  city.  Of  those 
families  who  had  been  in  the  city  less  than  3  years,  63  percent  reported 
no  working  members,  while  only  33  percent  of  the  families  who  had 
been  in  the  city  over  3  years  reported  no  working  members.  In  addi- 
tion, only  4  percent  of  those  families  who  had  been  in  the  city  less 
than  3  years  had  two  or  more  members  working,  while  32  percent  of 
the  families  who  had  been  in  the  city  over  3  years  had  two  or  more 
members  working. This  finding  suggests  an  associa  tion  between  mobility 
and  employment. 

Occupation. — Over  50  percent  of  the  sample  were  school  age  or 
younger.  Eleven  percent  of  the  sample  were  housewives  or  unem- 
ployed. Those  who  were  employed  were  laborers,  service  workers, 
clerks,  bookkeepers,  craftsmen,  kindred  workers  and  technicians.  There 
were  no  lawyers  or  physicians.  Thirteen  people  were  working  in  the 
medical  or  para-medical  fields  as  nurses  or  nurses  aids. 

Education. — Urban  Indians  have  more  years  of  formal  education 
than  do  reservation  Indians.  Five  percent  of  those  over  21  years  of 
age  reported  having  college  degrees,  compared  to  2  percent  of  the 
same  age  group  on  reservation,  and  11  percent  of  the  same  age  group 
in  the  general  United  States  population  (Census  Report  PC(1)-C6, 
1970).  In  California,  the  1970  census  disclosed  that  14  percent  of 
those  over  24  years  have  completed  at  least  4  years  of  college,  and 
10  percent  of  the  black  population  in  that  age  group  in  California 
have  completed  at  least  4  years  of  college.  Thus,  Native  Americans 
in  the  Bay  area  are  better  educated  than  their  reservation  counter- 
parts, but  fail  far  below  the  general  population,  33  percent  of  the 
Indians  over  21  }^ears  of  age  reported  less  than  a  high  school  educa- 
tion, and  40  percent  reported  having  a  high  school  degree.  Forty-two 
percent  of  the  Indians  over  age  16  reported  that  they  had  some 
business  or  vocational  training. 

Family  income. — Data  on  the  distribution  of  family  income  are 
presented  in  Table  3.  Overall,  45  percent  of  the  families  reported 
yearly  incomes  of  less  than  $6,000  for  1972,  and  42  percent  reported 
incomes  about  $8,000  for  1972.  Of  the  three  counties,  the  Indians  in 
San  Francisco  County  are  the  poorest.  41  percent  report  incomes 
below  $4,000.  These  families  in  the  near  poor  category,  i.e.,  $4,000- 
6,000,  reported  the  highest  incidence  of  no  health  insurance  coverage 
since  they  are  "too  poor"  to  be  able  to  afford  private  health  insurance, 
and  they  are  "too  rich"  to  qualify  for  Medi-Cal  coverage. 
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Tribal  affiliation. — Over  70  tribes  were  reported  in  the  Indian 
sample.  Indians  from  tribes  in  California  represented  26  percent  of 
the  sample.  The  Navajo  tribe  was  the  single  highest  number  of  Indians 
in  the  sample,  with  8  percent.  According  to  the  1970  census,  13  percent 
of  the  entire  Native  American  population  belong  to  the  Navajo  tribe 
and  6  percent  belong  to  the  Sioux  tribes  (Census  Report,  1973). 
Indians  from  California  tribes  constitute  26  percent  of  the  sample. 
Thus,  most  Indians  in  the  Bay  area  come  from  tribes  outside  the 
state.  (For  a  detailed  account  of  the  grouping  of  tribes,  see  Fuchs, 
1974,  Appendix  E). 

Blood  quantum. — Thirty  percent  of  the  population  were  reported 
to  be  full-blooded  Indians,  13  percent  were  reported  three-quarters 
Indian,  14  percent  were  reported  half -Indian  and  13  percent  were 
reported  one-quarter  Indian. 

Language. — Only  20  percent  of  all  individuals  surveyed  spoke  their 
native  language.  Fifty  percent  of  those  who  do  speak  their  native 
language  speak  it  most  of  the  time.  Only  7  percent  of  the  California 
group  speak  their  native  language. 

BIA  relocation. — Although  the  BIA  had  no  data  on  the  percentage 
of  urban  Indians  they  helped  relocate,  this  study  disclosed  that  14 
percent  of  the  individuals  reported  that  they  participated  in  a  BIA 
relocation  program  and  6  percent  participated  in  a  training  program. 

Living  in  the  city. — The  respondents  were  asked  if  they  would  prefer 
to  return  to  the  reservation  if  employment  opportunities  were  com- 
parable to  the  city.  Overall,  31  percent  of  the  families  preferred  the 
reservation,  and  7  percent  preferred  other  rural  areas.  Of  those  families 
who  had  been  in  the  city  less  than  5  years,  47  percent  preferred  the 
reservation  and  4  percent  preferred  other  rural  areas.  Only  27  percent 
of  those  who  had  lived  in  the  city  over  3  years  preferred  the  reserva- 
tion, and  only  8  percent  preferred  other  rural  areas. 

Five  percent  of  the  sample  of  individuals  reported  that  they  had 
returned  to  the  reservation  to  live  at  some  point  since  first  moving  to 
the  city,  and  7  percent  of  the  individuals  (13  percent  of  the  families) 
reported  at  least  one  member  returning  to  the  reservation  for  free 
medical  care.  The  majority  of  those  who  returned  for  free  medical 
care  went  to  IHS  facilities  in  the  Phoenix,  Arizona  area  that  serves 
Arizona,  Nevada  and  tribes  from  the  Southwest  group.  Five  percent 
of  the  families  reported  women  who  returned  to  the  reservation  to 
deliver  their  last  child. 

Kinship  and  friendship  ties  are  often  reported  strong  among  Native 
Americans.  Since  urban  Indians  are  often  poor  and  mobile,  it  was 
not  surprising  to  find  8  percent  of  the  households  who  had  more  than 
one  family  living  with  them.  In  addition,  16  percent  of  the  families 
reported  that  other  families  had  lived  in  their  household  during  the 
past  year.  Families  in  San  Francisco  County  had  the  highest  number 
of  families  who  had  others  living  with  them  at  the  time  of  the  survey, 
and  Alameda  County  had  the  highest  number  of  families  who  re- 
ported others  living  with  them  during  the  past  year. 

Disease  Pattern  of  Seattle  Indian  Health  Board  Medical  Clinic  Patients 
The  Indian  population  served  by  the  Seattle  Indian  Health  Board, 
according  to  a  recent  study,  has  required,  and  would  require  a  very 
particularized  mode  of  medical  care  delivery  for  both  cultural  and 
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medical  reasons.  The  population  exhibits  poor  economic  circumstances, 
generally  poor  health  characteristics  and  an  unusual  incidence  of 
special  medical  problems  (e.g.  alcoholism). 

The  much  higher  relative  hospital  days  expected  from  the  Seattle 
Indian  Health  Board  population  (Table  4)  results  from  its  generally 
poor  health  and  economic  circumstances  and  certain  health  problems 
such  as  alcoholism.  It  should  be  noted  that  the  Indian  population  is 
a  young  population.  The  study  also  showed  that  only  5  percent  of 
SI  (IB  patients  could  pay  a  health  premium,  55  percent  of  patients 
seem  to  be  transient,  and  60  percent  of  patients  are  low  income. 

The  patients  using  the  Medical  Clinic  showed  the  same  general 
disease  pattern  as  indicated  by  the  mortality  rates  for  the  Portland 
region.  They  suffer  from  infectious  diseases,  particularly  those  affect- 
ing the  upper  respiratory  tract,  alcohol  abuse,  and  injuries  (Table  5). 
In  addition,  environmental  stress  is  reflected  in  the  incidence  of  mild 
to  severe  emotional  disturbance.  Like  most  Indian  populations,  the 
Medical  Clinic  patients  have  a  high  rate  of  alcohol  abuse  and  de- 
pendency. Only  one  chronic  disease,  diabetes,  is  unusually  prevalent 
in  the  Medical  Clinic  patients,  its  incidence  being  more  than  twice 
that  of  the  general  population. 

Recommendations 

1.  Urban  Indians  should  receive  the  same  level  and  quality  health 
provided  in  their  original  "home"  communities.  Neither  the  treaties 
nor  the  Snyder  Act  can  be  construed  as  permitting  denial  of  health 
care  to  Indians  based  upon  site  of  residence.  The  federal  government 
cannot  continue  denying  service  to  Indians  once  it  has  established 
care  for  them. 

2.  Congress  should  declare  its  intent,  through  specific  legislation, 
authorizations,  and  appropriations  to  meet  its  obligation  to  urban 
Indians. 

3.  A  timetable  should  be  set  up  to  implement  the  establishment  of  a 
health  care  system  for  all  Indians. 

4.  IHS  should  begin  to  establish  Indian  Health  Care  facilities  in 
urban  areas  where  they  are  needed  and  do  not  now  exist,  and  in  addi- 
tion should  move  immediately  to  strengthen  those  that  are  currently 
in  operation. 

5.  Indian  self-determination  (local  control)  is  a  necessary  ingre- 
dient of  any  plan.  However,  it  needs  to  be  recognized  that  there  must 
be  that  degree  of  federal  involvement,  monitored  hj  the  Congress 
and  IKS,  that  will  insure  a  realistic  sense  of  federal  responsibility  for 
the  delivery  of  these  health  care  services. 

6.  The  system  that  is  ultimately  developed  must  be  one  that  is 
culturally  acceptable  to  Native  American  people. 


TABLE  1.— LENGTH  OF  TIME  AT  CURRENT  ADDRESS 


Length  of  tine 

Number 

Percentage 

Less  than  6  mo  

  47 

17 

6  mo.  to  1  yr   

  34 

12 

1  yr  to  3  yr  

  72 

26 

3  yr  to  7  yr  

  53 

19 

Over  6  yr   

  71 

26 

Total..  

  277 

100 
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TABLE  2.— EMPLOYMENT  BY  AGE  FOR  THOSE  OVER  21  YR. 


Age 

21 1 

)  30 

31  to  40 

41  to  50 

Over  50 

Employment 

Number 

Percent 

Number 

Percent 

Number  Percent 

Number 

Percent 

Working  

92 

40 

78 

77 

40  70 

27 

79 

Not  working  

60 

60 

24 

23 

17  30 

11 

30 

Total  

152 

100 

102 

100 

57  100 

38 

108 

TABLE  3.— DISTRIBUTION  OF  INCOME  BY  COUNTY 
[In  percent] 


Income 


San 
Francisco  1 


Alameda  2    Santa  Clara s 


Overall 


SO  to  $2,000    17 

$2,001  to  $4,000    24 

$4001  to  $6,000                                               "•"  17 

$6,001  to  $8,000  ._  .  12 

$8,001  to  $10,000.       6 

$10,001  to  $11,000.    11 

Over  $11,000     13 

Not  ascertained     1 

Total   100 

I*    75 


100 
124 


100 
65 


100 
277 


1  Approximate  median  $5,000. 

2  Approximate  median  $9,500. 

1  Approximate  median  $10,000. 

Table  4. — Seattle  Indian  Health  Board — comparative  utilization 

Under  age  65,  short-term 
nonmaternity  hospital  days 
Hospital  inpatient:  per  1,000  population 

Seattle  Indian  population   944 

U.S.  population   835 

State  of  Washington  population   519 

Group  health — Puget  Sound  (approximate)   400 

Typical  insured  plan   777 

Typical  well  managed,  closed  panel  HMO   450-600 

TABLE  5.— FREQUENCY  DISTRIBUTION  OF  THE  MOST  COMMON  CONDITIONS  OF  SEATTLE  INDIAN  HEALTH  BOARD 
MEDICAL  CLINIC  PATIENTS,  MAY-SEPTEMBER  1973 


Condition 


Otitis  media  

Alcohol  abuse  and/or  dependency. 
Lacerations,  contusions,  abrasions. 

Febrile  VRI  (influenza-like)  

Vaginitis  

Common  cold  

Atopic  dermatitis  

Pharyngitis  

Benign  hypertension   

Diabetes  

Pregnancy  

Anxiety  with  symptoms  

Depression  

Localized  skin  infections  

Sorains,  strains  

Obesity  

Iron  deficiency  anemia  

Anxiety  

Acute  bronchitis  

Pharyngitis  strep  


ber 

Rate  per  101 

196 

9.1 

123 

6.6 

119 

6.4 

98 

5.3 

89 

4.8 

85 

4.8 

71 

3.8 

70 

3.8 

68 

3.6 

67 

3.6 

54 

2.9 

49 

2.6 

46 

2.5 

45 

2.4 

43 

2.3 

*Z 

2.3 

39 

2.1 

39 

2.1 

34 

1.8 

31 

1.7 

Chapter  23 

The  Special  Problems  of  Indian  Health  in  Oklahoma 

Introduction 

About  }U  of  the  total  Indian  population,  or  approximately  100,000, 
live  in  the  State  of  Oklahoma.  The  State  not  only  contains  the  largest 
number  of  American  Indians  of  any  state  but  with  its  32  tribes  also 
contains  a  much  greater  diversity  of  Indian  groups.  (Table  1)  It  is 
estimated  that  of 'the  96,803  Indians  in  Oklahoma  in  1970,  47,623  or 
49.2  percent  resided  in  urban  areas.  Of  these,  about  12,951  (or  13.4%) 
in  the  Oklahoma  City  area.  Because  of  the  significant  proportion  of  the 
Indian  population  which  resides  in  Oklahoma  and  because  of  certain 
special  characteristics  of  the  Indians  there,  it  was  felt  that  a  discussion 
of  some  of  the  current  health  characteristics  of  the  Indians  in  Okla- 
homa would  be  useful. 

Some  general  characteristics  of  the  Indian  groupings  in  Oklahoma 

It  is  useful  to  divide  Indian  tribes  in  the  state  of  Oklahoma  into 
two  groups,  dividing  the  state  into  a  western  and  an  eastern  portion. 
This  division  is  partly  an  outgrowth  of  the  way  that  the  State  of 
Oklahoma  was  settled  and  partly  by  organizational  structure  within 
the  Bureau  of  Indian  Affairs.  The  area  office  of  the  Bureau  of  Indian 
Affairs  for  the  western  half  of  the  state  is  located  in  Anadarko  and 
there  is  a  separate  area  office  in  Muskogee.  There  is  only  one  area 
office  for  the  Indian  Health  Service  located  in  Oklahoma  City.  Coinci- 
dentally,  there  are  important  cultural  and  political  differences  be- 
tween tribes  residing  in  each  of  the  two  regions. 

In  addition  to  the  separation  of  tribes  into  eastern  and  western 
groups,  there  are  other  differences  which  are  of  some  importance  from 
the  standpoint  of  health  delivery.  In  southwestern  Oklahoma,  under 
the  jurisdiction  of  the  Anadarko  agency  of  the  BIA  there  are  7  tribes 
(Table  4).  Again  there  are  significant  cultural  and  political  differences 
between  several  of  these  tribes.  The  Cheyenne  and  Arapaho  are 
two  closely  affiliated  tribes  in  western  central  Oklahoma  which  have 
their  own  agency  located  at  Concho.  They  frequently  collaborate 
with  the  7  tribes  under  the  Anadarko  agency.  In  the  Pawnee  region 
there  are  6  tribes  which  form  the  north  central  coalition  of  tribes.  In 
eastern  Oklahoma  the  five  civilized  tribes  have  for  a  very  long  time 
tended  to  act  as  a  group  through  the  intertribal  council  of  the  five 
civilized  tribes.  The  differences  between  these  5  tribes  are  much  less 
than  between  most  of  the  other  Indian  tribes.  Because  of  their  co- 
hesiveness  the  five  tribes  have  traditionally  been  a  dominant  force  in 
Oklahoma  Indian  Affairs.  In  the  far  northeastern  corner  of  the  state 
are  a  group  of  small  tribes.  In  addition  to  these  above  groups  are  a 
group  of  tribes  in  central  Oklahoma  (Table  2). 

Thus,  there  is  a  great  cultural  diversity  between  Oklahoma  tribes. 
These  tribes  also  vary  considerably  in  the  number  of  members  within 
each  tribe.  This  frequently  inhibits  intertribal  cooperation  because  of 
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the  problem  of  proportionate  representation  and  voting  in  inter- 
tribal organizations.  Larger  tribes  often  feel  that  smaller  tribes,  some 
with  a  small  number  of  members,  because  of  an  equal  voting  privilege, 
are  able  to  make  decisions  binding  on  a  much  larger  number  of  Indians 
in  larger  tribes. 

In  contrast  to  other  Indians  in  the  U.S.,  Indians  in  Oklahoma  are 
often  erroneously  considered  to  be  assimilated  into  a  dominant  society. 
Although  this  is  technically  correct,  it  tends  to  obscure  the  fact  that 
many  Oklahoma  Indians  are  only  partially  "assimilated."  Indeed, 
some  of  the  strongest  cultural  activities  (singing,  dancing,  pow-wows, 
Native  American  Church,  etc.)  in  the  country  persist  in  Oklahoma. 
Some  of  these  cultural  characteristics,  such  as  the  Gourd  Dance  of 
the  Kiowas  and  Cheyennes,  have  been  widely  adopted  in  other  states 
during  the  last  8  years. 

There  is  also  an  erroneous  impression  that  Oklahoma  Indians  have 
fewer  tribal  problems  than  others  in  other  states.  Experience  indicates 
this  is  not  true.  On  the  contrary,  partly  because  of  the  special  tribe- 
state-federal  relationship,  Oklahoma  tribes  are  sometimes  specifically 
prohibited  from  participatin  in  legislation  relating  to  Indian  Affairs. 

The  single  most  important  factor  in  the  organization  of  Oklahoma 
tribes  was  the  abolition  of  reservations  following  the  India  Allotment 
Act  of  1887.  Since  considerable  legislation  is  directed  toward  reserva- 
tion Indians,  Oklahoma  tribes  not  only  are  sometimes  overlooked, 
but  the  resentment  engendered  has  been  considerable.  This  fact  has 
also  contributed  to  an  idea  by  some  Indians  that  Indians  in  Oklahoma 
are  less  Indian  than  reservation  Indians.  Such  an  idea  was  actually 
enunciated  by  a  tribal  leader  to  Task  Force  members  at  a  national 
meeting. 

Thus,  there  are  a  series  of  curcumstances  which  impose  special 
burdens  upon  Oklahoma  Indian  tribes.  Certain  of  these  circumstances 
place  Oklahoma  Indians  at  a  national  disadvantage.  Others  are  strong 
deterrents  to  intertribal  cooperations.  These  factors  play  a  significant 
impedimentary  role  in  health  matters,  For  example,  in  one  of  the 
sections  of  the  original  version  of  the  Indian  Health  Care  Improve- 
ment Act  (S-522),  priority  for  scholarship  support  was  given  to 
reservation  Iudians  (again,  subtly  enforcing  the  concept  of  classes  of 
Indians) . 

The  Indian  Health  Service 

The  Oklahoma  area  is  organized  with  an  area  office  in'  Oklahoma 
City  and  9  Service  Units  (Table  3) .  Until  about  three  years  ago  tribes 
in  southeastern  United  States  were  also  under  the  jurisdiction  of  the 
Oklahoma  area.  The  group  at  Horton,  Kansas,  about  400  miles  away, 
remains  under  the  Oklahoma  area  office.  Most  of  the  service  units 
have  a  hospital  and  several  field  clinics.  There  is  a  strong  tendency 
to  use  trained  administrators  as  service  unit  directors,  rather  than  phy- 
sicians. Each  service  unit  has  a  local  service  unit  advisory  board  made 
up  of  tribal  members,  meeting  on  a  regular  monthly  basis.  Major 
complaints  by  patients  are  of  prolonged  waiting,  lack  of  sensitivity 
of  physicians  and  nurses,  and  lack  of  transportation. 

The  percent  of  the  total  Indian  Health  Service  effort  for  each  IHS 
area  office  is  shown  in  Table  4.  Oklahoma  has  the  largest  proportion 
of  population  (22.7%)  but  falls  below  its  population  proportion  in 
percent  of  staff,  percent  bed  capacity,  and  percent  of  money  for 
contract  care. 


OKLAHOMA  CITY  AREA  OFFICE 
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The  area  office  in  Oklahoma  City  is  centrally  located  except  for 
the  group  in  Kansas.  Lying  at  approximately  the  dividing  point 
between  the  two  halves  of  the  state,  it  is  reasonably  neutral  from 
the  standpoint  of  location.  However,  it  is  housed  downtown  in  a 
federal  building  where  parking  and  ease  of  access  are  not  as  handy 
as  they  might  be. 

Some  patient  load  data  in  Western  Oklahoma  is  shown  in  Table  5. 
The  largest  hospital  is  at  Lawton  which  usually  has  specialists  in 
surgery,  internal  medicine,  obstetrics  and  gynecology,  and  sometimes 
pediatrics.  As  can  be  seen,  the  population  is  frequently  located  far 
from  the  service  unit.  A  number  of  field  stations  with  either  physician 
or  nurse  treat  many  outpatients. 

A  significant  proportion  of  patients  seen  in  the  Shawnee  Clinic 
are  from  Oklahoma  City,  approximately  40  miles  away.  This  influx 
of  patients  from  Oklahoma  City  often  causes  significant  friction  and 
resentment.  Waiting  times  in  the  overload  clinic  are  considerably 
increased  also. 

Three  factors  operate  to  make  the  functioning  of  the  area  office 
difficult : 

1.  The  multiplicity  and  variety  of  tribes  with  their  varying  aspira- 
tions and  capabilities  obviously  taxes  the  ability  of  area  office  personnel 
to  respond. 

2.  The  Indian  tribes  in  Oklahoma  have  a  justly  earned  reputation 
for  being  highly  motivated  towards  political  righting  and  bickering — 
thus,  the  area  office  is  almost  always  in  the  unhappy  circumstance  of 
dealing  with  struggles  between  tribes  or  groups  of  tribes. 

3.  As  in  other  areas,  the  line  of  authority  between  service  unit  and 
area  office  becomes  blurred.  Individuals  in  various  positions  whose 
primary  responsibility  is  technical  assistance  often  find  themselves 
functioning  with  line  authority.  Thus,  there  is  often  confusion  of 
roles  and  inefficiency  in  decision  making.  The  organization  of  the  area 
office  is  shown  in  Figure  1.  Nowhere  is  it  clear  where  the  chain  of 
authority  from  service  unit  through  the  area  office  occurs. 

The  area  advisory  board 

The  area  advisory  board  was  established  in  1968  and  has  rapidly 
matured,  although  its  growth  has  sometimes  been  uneven.  There  has 
been  continued  disagreement  between  the  board  and  IHS  regarding 
the  authority  or  responsibility  of  the  board.  Each  tribe  sends  a 
representative  to  the  board.  This  person  may  or  may  not  also  be  a 
member  of  a  tribal  council  and  may  or  may  not  also  be  a  member  of 
a  service  unit  board.  Recently  the  board  has  moved  toward  a  re- 
quirement unifying  representation  from  tribe  to  service  unit  board 
to  area  advisory  board. 

The  board  now  has  an  executive  director,  funded  through  a  contract 
with  IHS.  The  board  office  is  located  in  Edmond,  Oklahoma,  about 
20  miles  away.  This  office  was  deliberately  placed  at  a  distance  from 
the  IHS  because  of  role  identity  confusion.  Unfortunate]}',  this 
"remoteness"  has  carried  with  it  the  resultant  loss  of  communications. 

Like  many  boards,  the  area  board  suffers  because  of  uneven  member 
participation.  IHS  is  often  criticized  for  insufficient  training  for  board 
members  but  experience  suggests  that  in  many  cases  persons  receiving 
training  are  simply  not  trainable  in  terms  of  producing  an  effective 
board  member.  Even  with  well-qualified  board  members,  the  turnover 
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rate  from  each  tribe  is  great  enough  to  seriously  weaken  continuity 
so  that  the  hoard  may  often  repeat  previous  actions.  There  is  no  good 
mechanism  for  increasing  tribal  responsibility  in  the  functioning  of 
boards. 

Responsibility  of  the  State  of  Oklahoma 

Historically  because  of  the  special  trust  relationship  between 
Indian  tribes  and  the  federal  Government  and  the  quasi-sovereign 
nature  of  Indian  tribes,  state  governments  ordinarily  have  no  special 
programs  directed  to  Indian  health  care.  This  is  true  in  Oklahoma. 

Two  major  factors  operate  to  dimmish  or  nullify  entirely  state 
provision  of  meaningful  services  to  Indians.  The  first  of  these  is  the 
denial  of  the  doctrine  of  dual  entitlement  of  care  of  American  Indians. 
This  doctrine  has  been  reiterated  by  the  Secretary  of  Health,  Educa- 
tion and  Welfare  and  indirectly  by  the  President  of  the  United 
States  in  pointing  out  that  the  provision  of  the  federal  government 
programs  cannot  be  used  to  exclude  Indians  from  entitlement  to 
services  that  are  offered  to  the  general  citizenry.  The  doctrine  of 
dual  entitlement  states  that  Indians  are  entitled  to  all  of  those 
provisions  that  have  been  brought  about  because  of  the  direct  obli- 
gations by  the  federal  Government  but  in  addition,  Indians  as  citizens 
of  the  United  States  are  also  entitled  to  all  of  the  services  that  are 
available  to  any  other  citizens.  Unfortunately  this  very  dual  entitle- 
ment has  frequently  put  the  Indians  between  two  structures,  neither 
of  which  meet  their  needs.  In  given  specific  situations  the  federal 
government  maintains  that  Indian  health  care  is  provided  by  the 
federal  government  and  therefore  a  special  state  service  is  not  needed. 
It  is  easy  to  understand  that  often  the  Indian  gets  left  out.  The  state 
of  Oklahoma  is  no  exception. 

The  Oklahoma  Indian  Affairs  Commission  was  established  in  196S 
in  an  attempt  to  make  the  state  more  responsive  to  Indian  needs. 
This  organization  has  been  unable  to  adequately  fulfill  unmet  needs 
for  a  variety  of  reasons  mostly  having  to  do  with  its  not  having  more 
than  an  advisory  role.  A  large  proportion  of  its  time  has  not  been 
devoted  to  health  matters  but  it  has  emphasized  certain  other  pressing 
matters  of  tribal  relations  to  the  state,  tribal  economic  development, 
and  legal  services.  It  is  anticipated  that  with  increasing  maturity  and 
authority  the  commission  will  play  an  important  role  in  facilitating 
Indian  health  care  in  the  State  of  Oklahoma. 

Exendine  found  that  the  perception  of  the  officials  of  states  re- 
lating to  their  responsibility  for  Indian  health  differs  radically  from 
the  perception  of  officials  of  the  federal  agencies  and  likewise  from 
the  perception  of  the  Indians.  He  points  out  the  wide  gap  that  exists 
between  these  three  groups  in  an  area  where  close  cooperation  would 
be  very  important. 

An  assessment  of  current  problems  in  the  State  of  Oklahoma  preventing 
adequate  access  to  health  care 
An  important  factor  of  unknown  magnitude  is  the  exclusion  of 
Indians  from  the  "private  sector''  of  medical  care.  There  is  no  ac- 
curate data  relating  to  this  barrier,  but  the  experience  of  the  Urban 
Indian  Clinic  in  Oklahoma  City  suggests  that  this  is  a  major  factor 
in  preventing  adequate  access  to  private  health  care  services.  Okla- 
homa is  at  a  relative  advantage  over  many  states  because  of  the 
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rising  economic  base  of  Indians,  which  although  very  low  is  still 
somewhat  better  than  that  for  certain  tribes  in  the  United  States. 

The  single  greatest  barrier  is  that  the  IHS,  which  is  the  only  real 
purveyor  of  health  care  for  Indians,  is  inadequately  funded  to  meet 
existing  needs.  This  results  in  insufficient  numbers  and  rapid  turnover 
of  personnel,  inadequate  facilities  to  meet  modern  needs,  and  inade- 
quate programs  to  meet  the  special  requirements  that  Indians  have. 
In  addition,  IHS,  contrary  to  general  opinion,  does  not  meet  the 
needs  of  about  50%  of  the  Indians  in  Oklahoma  who  reside  in  an 
urban  area.  Thus  the  shortfall  in  IHS  would  be  magnified  by  the 
factor  of  two  if  the  urban  Indians  all  returned  to  their  local  com- 
munities. Second,  paradoxically,  the  dual  entitlement  in  many 
instances  results  in  a  lack  of  entitlement  for  Indians  because  of  the 
failure  of  various  agencies  to  assume  a  responsibility  when  there  is 
another  agency  which  might  conceivably  meet  that  same  responsibility. 

There  is  a  general  misconception  that  "Indians  in  Oklahoma  do  not 
have  any  problems."  Additionally,  there  has  been  a  reluctance  by 
some  Indian  tribes  to  permit  what  they  perceive  as  granting  some 
degree  of  sovereignty  over  their  affairs  to  states.  The  funding  of  pro- 
grams within  the  state  does  not  take  into  account  the  special  problems 
related  to  Indian  health  which  call  for  specific  unified  programs 
designed  to  meet  the  specific  needs  of  the  Indian  people.  There  is 
considerable  evidence  to  suggest  that  Indians  cannot  participate  in 
the  benefits  of  programs  which  are  alien  and  strange  to  them  and  in 
which  they  do  not  fit. 

The  inadequate  health  care  of  Oklahoma  Indians  results  from  a 
multiplicity  of  forces  all  acting  in  a  negative  direction.  Increased 
responsibility  must  be  given  to  agencies  such  as  the  Oklahoma 
Indian  Affairs  Commission  and  to  tribally  operated  programs  with 
more  imput  by  Indians  into  program  planning  for  health  care.  Indians 
have  had  proposals  channeled  through  a  state  health  planning  agency 
where  they  are  turned  down,  not  because  of  a  lack  of  merit  but  by  a 
lack  of  sensitivity  and  understanding  by  those  in  the  planning  agency. 

A  survey  of  health  needs  of  Indians  in  Oklahoma  City  was  con- 
ducted in  1973  by  the  Oklahoma  City  Indian  Health  Project.  In  an 
attempt  to  gather  data  related  to  problems  in  obtaining  health  care, 
only  16  percent  reported  that  they  would  have  no  problem  in  ob- 
taining health  care  (Table  6).  On  the  other  hand  nearly  one-half 
indicated  that  inadequate  funds  prevented  them  from  obtaining 
health  care.  Eleven  per  cent  cited  excess  distance  as  a  factor  inter- 
fering with  health  care.  If  one  combines  transportation  lack  and 
distance  from  a  facility,  then  thirty  per  cent  could  not  achieve  health 
care.  It  is  easy  to  see  that  economic  factors  play  a  dominant  role  in 
preventing  access  to  the  health  systems.  It  can  be  seen  that  simply 
having  facilities  in  the  same  town  will  not  ensure  utilization  of  those 
facilities  by  those  who  cannot  get  to  them. 

Responses  were  somewhat  similar  in  an  evaluation  of  difficulties 
encountered  by  Oklahoma  City  Indians  in  utilizing  IHS  facilities 
(Table  7).  When  asked  to  respond  to  questions  relating  to  causes  for 
difficulty  in  obtaining  care  at  IHS  facilities,  fourteen  per  cent  cited 
poor  experience  at  IHS  facilities  as  a  barrier  to  health  care.  Twenty- 
one  percent  cited  lack  of  transportation  as  prohibiting  access  and 
thirty-three  per  cent  cited  a  lack  of  funds  as  a  barrier.  Twenty-one 
per  cent  stated  they  had  no  difficulty  in  obtaining  health  care  at  an 
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IHS  facility  because  of  residence  in  Oklahoma  City  and  two  percent 
were  refused  service  by  not  being  considered  indigent. 

These  data  indicate  that  urban  Indians  in  Oklahoma  City  have 
significant  problems  which  in  some  instances  exceed  those  of  fellow 
tribesman  living  elsewhere. 

Recommendations 

1.  The  United  States  Congress  must  be  careful  to  avoid  passing 
general  legislation  which  inadvertantly  or  deliberately  discriminates 
against  Oklahoma  Indians  as  such. 

2.  The  Indians  of  the  state  of  Oklahoma  must  be  able  to  approach 
federal  agencies  directly  without  the  need  for  review,  and  possible 
disapproval,  by  state  agencies. 

3.  The  Indians  of  Oklahoma  must  be  accorded  a  designation,  at 
least  for  certain  specific  purposes,  as  reservation  tribes. 

4.  Greater  orientation  of  incoming  personnel  must  be  given  because 
of  the  diverse  nature  of  Indians  in  Oklahoma. 

5.  Since  the  area  advisory  board  serves  as  the  only  state  wide  unify- 
ing organization  of  tribes,  it  serves  a  dual  role,  and  must  be  supported 
more  strongly.  This  support  should  be  generated  outside  the  usual 
Indian  Health  Service  channels. 

Table  1. — Indian  population  of  Oklahoma 
[U.S.  Bureau  of  Census] 


State  Indian  population   96,  803 

Urban  Indian  population   47,  623 

Percent  (of  total)   49.  2 

Oklahoma  City  Indian  population   12,  951 

Percent  (of  total)   13.4 

Table  2. — Groupings  of  Oklahoma  Indians 

Tribes: 

Southwest:  Agency 
Kiowa,  Comanche,  Apache,  Wichita,  Caddo,  Delaware, 

Ft.  Sill  Apache   Anadarko. 

Cheyenne  and  Arapaho   Concho. 

North  Central: 

Pawnee,  Tonkawa,  Kaw,  Ponca,  Otoe-Missouri   Pawnee. 

Osage   Pawhuska. 

Northeast : 

Quapaw,    Peorias,    Ottawa,    Wyandotte,  Shawnee, 

Seneca,  Modoc  Quapaw. 

Five  Tribes: 

Choctaw   Talihina. 

Chickasaw   Tishomingo. 

Cherokee   Tahlequah. 

Creek   Okmulgee. 

Seminole   Seminole. 

Central : 

Sac  &  Fox,  Iowa,  Kickapoo,  Shawnee,  Potawatomi   Shawnee 
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TABLE  3.— SERVICE  UNITS  OF  OKLAHOMA  AREA 


Number  of 
counties 
served  Hospital 


Claremore   11  Yes 

Clinton    9  Yes" 

Kansas   3  No 

Lawton.-   10  Yes 

Pawnee      6  Yes. 

Shawnee   11  No. 

Tahlequah       5  Yes. 

Talihina   8  Yes. 

Tishomingo      10  No. 


TABLE  4.— PERCENT  OF  TOTAL  IHS  SERVICES  OFFERED  BY  EACH  AREA  OFFICE 
[Fiscal  year  1973] 


IHS  Admission  Money  for 

Area  (or  subarea)        service  Bed  IHS  IHS       contract  Outpatient 

office  population  Staff      capacity       hospital        ADPLi  care  service 


Aberdeen                               9.5  12.4  15.7  16.8  12.3  11.9  13.6 

Bemidji   4.5  3.3  1.9  2.6  1.3  5.1  2.4 

Alaska   10.8  17.7  18.9  15.0  20.8  12.0  9.6 

Albuquerque                           7.3  7.1  6.1  4.8  5.9  8.1  6.4 

Billings                                 5.8  5.4  3.3  4.4  3.1  12.5  9.0 

Navajo   19.4  20.6  20.8  23.8  24.2  9.9  21.5 

Oklahoma   22.7  11.6  13.0  12.5  10.9  9.5  13.7 

USET                              2.1  1.7  2.3  2.2  1.7  3.0  2.6 

Phoenix   10.7  14.8  16.1  15.9  18.0  13.9  14.0 

Portland   5.4  2.6  (O  (2)    12.9  5.6 

Tucson                                  1.9  2.6  1.8  1.7  1.7  1.3  1.6 


1  Average  daily  patient  load. 

2  None. 

Source:  Unpublished  data  from  IHS. 

TABLE  5.— WORKLOADS  IN  CERTAIN  SERVICE  UNITS  IN  OKLAHOMA  AREA,  FISCAL  YEAR  1973 


Number  of  Area 
Population     Hospital      Hospital     hospital  Outpatient     Contract  (square 


Service  unit  served  admissions         days         beds        Births         visits  care  miles) 


Clinton   4,390  689  5,580  26  37  31,299  $248,900  20,763 

Lawton   10,292  2,247  15,729  60  1  490  67,042  298,600  11,662 

Pawnee   7,357  654  3,989  32  105  27,291  273,800  7,  281 

Shawnee          .  2  20,542  N/A  N/A  N/A  N/A  29,690  298,600  5,182 

Kansas..   3  3,039  N/A  N/A  N/A  N/A  U2.969  149,300  N/A 


1  Many  Oklahoma  City  residents  deliver  here. 

2  8,282  reside  in  Oklahoma  City. 

s  Includes  students  of  Haskell  Junior  College. 
«  Includes  6,795  students  Haskell  Junior  College 

TABLE  6.— PROBLEMS  IN  OBTAINING  HEALTH  CARE  BY  OKLAHOMA  CITY  INDIANS 


Number  reporting  by  age  group  Total  Percent 

 -   number         of  total 

Problem  18  to  25       26  to  35       35  to  45        over  45      reporting  reporting 


None   2 

Not  enough  insurance    2 

Transportation   11 

Funds    14 

Too  far  to  travel   6 

Available  clinics    1 

Time  off  from  work   2 


Total  number  reporting   38 


Percent  reporting  by  age  group   35.  2 


4               8               3  17  15.7 

1   3  2.8 

6                1                3  21  19.4 

10              16                7  47  43.5 

1                4                1  12  11.1 

1                2   4  3.7 

2   4  3.7 


24  32  14  108 


22.2  29.6  13.0   99.9 


Source:  From  report  on  Indian  health  in  Oklahoma  by  Oklahoma  City  urban  Indian  project 
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TABLE  7.— DIFFICULTIES  IN  OBTAINING  HEALTH  CARE  FROM  IHS  BY  OKLAHOMA  CITY  INDIANS 


Problem 


Number  reporting  by  age  bracket 
18  to  25    26  to  35    36  to  45     Over  45 


Number 
reporting 


Percent 
o^  total 
reporting 


2 

6 

5 

2 

15 

13.6 

3 

10 

5 

5 

23 

20.9 

13 

5 

12 

6 

36 

32.7 

1 

1 

4 

0 

6 

5.5 

2 

0 

0 

0 

2 

1.8 

3 

1 

1 

0 

5 

4.5 

6 

6 

10 

1 

23 

20.9 

30 

29 

37 

14 

110  ... 

27.2 

26.4 

33.6 

12.7 

Poor  experience  at  IHS  -- 

Transportation  to  IHS    

Lack  of  funds  -  

Turned  away  because  of  OKC  residence. 

Not  classified  indigent  

Lack  of  knowledge  as  to  where  to  go... 
None    -  

Total  reporting  

Percent  by  age  group   


Source:  From  survey  of  Indian  health  in  Oklahoma  City  Indian  Health  Project. 

References 

1.  Exendine,  J.,  The  Relationships  Between  Federal  Health  Programs  and  Fed- 
erally Recognized  Indian  Tribes  and  Alaskan  Natives,  Doctors'  Dissertation, 
Univ.  of  Okla.  Health  Sciences  Center  1974. 

2.  Starr,  H.  and  Sneed  R.,  Dept.  of  HEW,  Contract  No.  HSM  75-73A-2257. 
Indian  Health  Study  in  Oklahoma  City,  Oklahoma.  Final  Report.  Sept.  1974. 

3.  Wright  Muriel  H.,  A  Guide  To  The  Indian  Tribes  of  Oklahoma.  Univ.  of 
Okla.  Press.  Norman,  1951. 

4.  Morris,  J.  W.  and  McReynolds,  E.  C,  Historical  Atlas  of  Oklahoma.  Univ. 
«f  Okla.  Press. 


Chapter  24 


Special  Peoblems  of  California  Indians 

Introduction 

The  favorable  climate  and  abundance  of  native  foods  led  to  the 
development  of  a  large  number  of  Indians  in  the  area  which  is  now 
the  state  of  California.1  A  variety  of  groups  made  up  the  estimated 
133,000  Indians  residing  there  at  the  time  of  first  contact  with  whites. 
It  has  been  said  that  there  were  more  dialects  spoken  in  aboriginal 
California  than  in  Europe.  The  strong  kinship  and  extended  family 
relationships  so  strongly  identified  with  Indian  peoples  was,  as  ex- 
pected, present  in  California.  Other  than  this,  the  basic  unit  of  social 
organizztion  was  the  village,  or  "tribelet,"  vestiges  of  which  are  still 
present  in  the  Indian  population. 

The  Hoopa  Indians  of  the  northwest  area  remained  relatively  iso- 
lated from  white  contact  until  the  mid  1800's.  In  1864,  Congress 
established  a  reservation  for  them  and  built  a  boarding  school  and 
hospital.  This  group  maintains  a  relatively  strong  tribal  cohesiveness. 
Most  California  Indians'  culture  suffered  severely  with  the  annexa- 
tion of  California  to  the  United  States  in  1846.  As  with  other  Indians, 
they  were  displaced  by  whites  and  suffered  great  mortality  as  a  re- 
sult of  contact  with  whites.  The  Porno  Indians  of  central  California 
now  tend  to  live  in  scattered  small  groups  in  rural  areas.  The  Indians 
of  southern  California  had  earlier  contact  with  whites  through  the 
Spanish  occupation.  Many  located  around  missions  from  whence 
they  often  are  referred  to  as  - 'mission"  Indians.  In  the  Colorado 
Kiver  basin  are  the  Mohave,  characterized  by  their  tall  stature, 
agriculture,  and  somewhat  more  warlike  nature.  In  1865  Congress 
established  an  agency  at  Parker,  Arizona,  reporting  to  the  Phoenix 
Area  Office  of  IHS. 

The  present  population  of  California  is  estimated  to  be  about 
175,000,2  although  as  usual  there  are  no  precise  measures.  Of  this, 
about  5000  live  on  reservations  and  30,000  in  rural  areas.  The  re- 
mainder live  in  the  larger  metropolitan  areas.  Many  of  these  urban 
Indians  were  not  originally  California  Indians  but  have  arrived  there 
from  southwestern,  mid  western,  and  northwestern  areas  of  the  United 
States. 

Most  California  Indians,  urban  as  well  as  rural,  live  in  poor  eco- 
nomic and  crowded  conditions.  They  share  the  common  Indian 
attributes  of  high  unemployment,  high  disease  rates,  shorter  life  span, 
and  general  lack  of  access  to  health  delivery  systems. 

Before  1954  there  were  two  government  hospitals.  Most  health  care, 
however,  was  through  contract  services  with  hospitals  or  counties. 
As  part  of  the  termination  fervor  of  the  1950's,  and  supported  by 
judicial,  legislative,  and  Executive  Acts  of  California  government 
officials,  BIA  withdrew  health  services  from  the  state  in  1954.  This 
withdrawal  continued  under  Indian  Health  Service  after  transfer  to 


References  are  found  on  p.  164. 

(159) 


160 


HEW.  Between  1954  and  1968  the  health  care  of  California  Indians 
seriously  deteriorated.  There  was  no  system  of  care  to  replace  that 
withdrawn. 

In  1968,  the  California  Legislature  passed  a  resolution  requesting 
the  Federal  Government  to  reassume  responsibility  for  health  care 
of  California  Indians.  This  and  other  efforts  led  to  a  grant  from  HEW 
to  the  State  Department  of  Health  for  a  pilot  project.  This  resulted 
in  the  formation  of  the  California  Rural  Indian  Health  Board,  Inc. 
(CRIHB),  later  funded  by  HIS.  In  1970,  Forrest  Gerard,  Director  of 
Office  of  Indian  Affairs,  Dept.  of  HEW,  announced  a  policy  which  al- 
lowed  for  full  participation  by  rural  California  Indians  in  Federal 
health  programs  for  Indians.  Subsequently  in  1974,  the  California 
Urban  Indian  Health  Council  (CUIHC)  was  formed.  These  two  organi- 
izations  are  the  major  mechanisms  for  coordinating  Indian  Health 
activities  in  the  state,  and  now  operate  at  least  25  separate  programs. 

Many  Indian  people  have  remarked  on  the  resourcefulness  of 
(  ;tlifomia  Indians  in  securing  support  from  a  variety  of  local  sources. 
Perhaps  this  is  a  beneficial  side  effect  of  the  withdrawal  of  BIA  support 
in  1954.  Certainly,  the  opportunity  for  self-expressed  and  self-realized 
ideas  through  CRIHB  and  CUIHC  is  great.  It  is  of  interest  that  these 
health  activities  have  played  an  important  role  in  providing  a  mecha- 
nism for  self  expression.  It  is  easy  to  see  how  California  Indians  are  in 
a  relatively  favorable  position  to  utilize  the  Indian  Self  Determination 
Act.  This  is  even  more  interesting  when  considered  in  relation  to  the 
statements  that  historically,  self-government  did  not  appear  to  be  a 
major  consideration  of  early  California  Indian  groups,  at  least  in 
comparison  to  other  tribal  groups. 

The  state  of  California  has  perhaps  been  somewhat  more  responsive 
to  Indian  health  needs  than  have  most  other  states  with  appreciable 
Indian  populations.  The  Health  and  Safety  Code  of  California 
(section  429.30  and  429.31)  requires  the  State  Department  of  Health 
to  provide  financial  and  other  assistance  to  Indian  health  programs. 
However,  until  1975  there  were  no  appropriated  funds  for  such  as- 
sistance. California  was  perhaps  the  first  state  to  appropriate  funds 
specifically  for  Indian  health  services. 

A  visit  to  California  by  the  Task  Force  Specialist  and  Chiarman, 
including  visits  to  the  San  Francisco  Bay  Area,  Sacramento,  and 
Los  Angeles  proved  to  be  most  startling.3  Through  a  variety  of  histori- 
cal forces,  the  Indian  situation  in  California  can  only  be  described  as 
chaotic.  There  are  over  70  reservations,  rancherias  and  allotments 
scattered  throughout  the  state,  in  varying  degrees  of  organization 
and  function.  A  number  of  disputes  are  underway  as  to  who  or  what 
the  governing  authority  is.  In  effect  there  appear  to  be  true  "exile" 
governments  for  some  of  these.  "Indians  in  California,  through  various 
legislation,  are  set  in  a  'caste'  system  that  includes  rancheria,  reserva- 
tion, rural,  urban,  tribal,  terminated,  non- terminated,  federally 
recognized,  land  based,  non-land  based,  and  'on  or  near'." 5  The 
Task  Force  personnel  found  evidence  of  these  in  a  variety  of  per- 
mutations, all  impacting  one  way  or  another  on  health. 

The  Hoopa  Valley  Indian  Reservation 

An  example  of  a  reservation  program  is  that  of  the  Hoopa  tribe- 
This  reservation  of  86,000  acres  is  located  in  the  coastal  range  moun- 
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tains  of  northwestern  California,  in  a  relatively  isolated  setting.  The 
Indian  population  is  estimated  at  more  than  1500  and  includes  mem- 
bers of  the  Hoopa,  Karok,  and  Yiurok  Tribes. 

In  a  report  to  the  Health  Committee  of  the  American  Academy  of 
Pediatrics,2  it  was  noted  that  medical  care  was  "fragmented,  epi- 
sodic, and  almost  exclusively  crisis  oriented."  There  seemed  to  be 
poor  communication  between  physicians,  public  health  workers,  and 
outreach  workers.  To  obtain  specialty  services  patients  must  travel  to 
Eureka  or  Redding,  a  distance  of  about  120  miles.  The  highway  is 
narrow  in  places  and  is  sometimes  rendered  unsafe  by  weather.  There 
are  seven  small  settlements  in  the  Hoopa  valley  area:  Hoopa,  Willow 
Creek,  Burnt  Ranch,  Orleans,  Weitchpec,  Pecwan,  and  Johnsons, 
with  populations  varying  from  about  100  to  a  few  thousand  in  Hoopa. 
The  per  capita  income  is  far  below  the  average  for  California  or  the 
rest  of  the  U.S. 

The  number  of  physicians  practicing  in  the  area  varies  dramatically. 
Some  physicians  serve  only  a  few  months  before  leaving.  There  is  a 
16  bed  hospital  in  Hoopa,  which  offers  no  major  surgical  procedures. 
For  some  time  the  hospital  had  been  operated  by  a  local  community 
health  association.  In  1972  it  was  taken  over  by  Humboldt  County. 
It  serves  both  Indians  and  non-Indians.  An  earlier  IHS  hospital  was 
closed  in  1961. 

In  1967  the  tribe  began,  in  cooperation  with  IHS  and  the  State  of 
California,  a  program  of  health  services  utilizing  Community  Health 
Workers.  In  1971,  the  Hoopa  provided  dental  services.  This  program 
appears  to  have  been  quite  successful. 

Health  statistics  in  Hoopa  Valley  are  startling.  It  has  been  reported 
that  although  Hoopa  has  only  0.05  percent  of  the  highway  under  their 
jurisdiction,  Hoopa  area  youth  account  for  25  percent  of  the  total 
accident  rate  for  the  area.  It  is  estimated  that  use  of  alcohol  and 
hard  drugs  in  the  area  is  very  high  with  perhaps  upwards  of  80 
percent  of  youths  experimenting  with  heroin  before  leaving  high 
school.2  In  a  six  year  period  there  were  131  arrests  for  drunkenness 
among  the  1500  Indian  population — or  nearly  10  percent  of  the  Indian 
population. 

California  Rural  Indian  Health  Board 

This  program  began  in  1968  with  an  interested  group  of  Indians 
along  with  officials  of  the  State  Department  of  Public  Health.  A 
demonstration  project  in  9  areas  was  initially  undertaken,  funded  at 
$245,000,  basically  to  evaluate  the  possibility  of  Indian  administra- 
tion of  their  own  health  projects.3  Most  of  the  original  funds  were 
used  for  "needs  assessments."  It  is  likely  that  this  research  was  the 
only  valid  way  of  utilizing  IHS  funds  at  that  time,  a  flexibility  for 
which  IHS  should  be  commended.  It  was  estimated  at  that  time  that 
about  $6,500,000  would  be  needed  to  operate  a  realistic,  although 
modest,  program.  In  1976  CRIHB  had  a  budget  of  $2,055,000  for 
16  projects.3  It  is  now  estimated  that  approximately  $19,000,000 
will  be  needed  to  bring  California  to  parity  with  IHS  programs 
elsewhere. 

The  CRIHB  programs  include  direct  medical  and  dental  services, 
outreach  clinics,  preventive  care  systems,  and  community  health 
aides.  In  testimony  before  the  subcommittee  on  Interior  and  Related 
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Agencies  of  the  Committee  on  Appropriations  of  the  United  States 
House  of  Representatives  April  12,  1976,  the  Chairman  of  CRIHB 
stated,  "A  further  consideration  of  this  Committee  relates  directly 
to  the  current  development  of  the  Indian  Health  Care  Improvement 
Act.  .  .  .  This  testimony  could  be  responded  to  by  a  declaration  by 
this  Committee  that  an  equitable  amount  in  all  the  respective  Titles 
of  the  proposed  Act  be  earmarked  for  Indians  of  California.  The 
needs  of  California  Indians  never  seem  to  be  addressed  .  .  This 
would  appear  to  be  a  true  account  of  the  facts.  The  abrogation  of 
federal  responsibility  to  California  Indians  represents  one  of  the  most 
flagrant  examples  of  failed  federal  responsibility.  It  has  clearly  had 
the  added  negative  effect  of  conferring  a  "second  class"  status  upon 
Indians  of  California. 

Each  project  is  governed  individually  and  each  has  somewhat 
different  emphases.  Some  have  been  very  successful  in  securing 
additional  non-IHS  support  from  a  variety  of  sources  such  as  the 
National  Health  Service  Corps,  BIA,  private  and  public  foundations, 
and  the  State  of  California.  Presently,  the  most  glaring  lack  is  the 
absence  of  any  real  provision  for  contract  care  services. 

California  Urban  Indian  Health  Council 

The  California  urban  groups  have  been  leaders  in  the  development 
of  care  for  Indians  in  urban  areas.  Indeed,  it  is  likely  that  the  first 
image  that  comes  to  mind  when  one  hears  the  term  "Urban  Indian" 
is  the  San  Francisco  Bay  area  or  Los  Angeles. 

In  1950,  26  percent  of  California  Indians  were  located  in  urban 
areas.  By  1960,  this  had  increased  to  53  percent  and  today  may  be  as 
high  as  70  percent.  Most  Indians  in  urban  areas  are  relocatees  from 
other  states.  Between  6,000  and  10,000  Indian  persons  a  year  arrive 
in  California,  with  or  without  support  by  the  BIA.  As  many  as  one- 
third  may  return  home  after  a  short  stay.  Over  100  tribes  have  been 
listed  as  being  served  in  the  variety  of  urban  centers  in  the  state. 

A  number  of  urban  Indian  centers  have  been  in  existence  for  a  num- 
ber of  years,  virtually  all  beginning  with  the  efforts  of  one  or  a  few 
individuals,  drawing  almost  entirely  upon  donated  and  volunteer 
support.  During  the  1960's  small  amounts  of  funding  became  available 
for  very  modest  support.  The  Indian  Health  Service  supported  the 
development  of  several  centers  through  grants  for  assessment  of  the 
health  needs  of  urban  Indians.  Because  of  the  need  for  coordination 
of  activities  CUIHC  was  formed  in  1974  with  headquarters  at  Berke- 
ley. It  received  $254,000  from  IHS  to  organize  the  operations  of  mem- 
ber projects  and  to  identify  health  care  needs  of  urban  Indians.  In 
1975,  the  Indian  Center  in  San  Jose  was  added  and  the  contract  was 
increased  to  $354,000. 

The  board  of  CUIHC  is  made  up  of  delegates  from  each  of  the 
member  projects.  The  member  projects  are:  Indian  Lodge,  Inc.,  Los 
Angeles;  Inidan  Free  Clinic,  Hungtington  Park;  American  Indian 
Free  Clinic,  Compton;  Sacramento  Urban  Indian  Health  Project, 
Sacramento;  Urban  Indian  Health  Project,  Santa  Barabara;  Fresno 
Urban  Indian  Health  Council,  Fresno;  American  Indian  Health 
Clinic,  San  Diego;  Urban  Indian  Health  Board,  San  Francisco;  and, 
Indian  Center  of  San  Jose,  San  Jose. 

This  group  certainly  represents  an  enormous  outlay  of  effort  and 
activity.  There  is  considerable  variation  in  the  activities  of  each  pro- 
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gram,  some  specializing  in  problems  of  alcoholism,  others  offering  a 
wide  variety  of  services.  The  pressures  of  funding  and  the  need  for  a 
billing  system  in  order  to  receive  Medicaid  payments  mandates  that 
clinics  levy  modest  charges  for  services.  Thus  the  names  indicating  free 
services  may  need  to  be  changed  as  conditions  dictate.  It  is  interesting 
that  in  those  clinics  where  a  fee  is  charged,  there  does  not  appear  to  be 
any  strong  objection  by  the  patients. 

CUIHC  has  become  the  responsible  agency  for  the  administration 
of  the  individual  projects,  and  provides  a  single  mechanism  through 
which  grants  or  contracts  may  be  channeled.  In  addition,  it  has  served 
as  a  clearinghouse  for  information  and  data  and  for  training  of  health 
workers.  A  major  activity  will  be  the  identification  of  Indians  who  are 
not  being  served  adequately. 

Presently,  the  limited  funds  are  distributed  equally  to  each  member 
organization.  With  the  variation  in  services  offered,  one  is  concerned 
that  the  good  will  of  each  member  organization  will  be  tested  to  see  if 
the  umbrella  organization  can  stand  the  strain  of  natural  diversity. 
Certainly  the  amalgamation  of  the  various  programs  provides  a  useful 
demonstration  for  other  coalitions  to  study. 

A  danger  for  CUIHC,  like  similar  urban  health  organizations  else- 
where, is  the  exclusion  of  urban  groups  from  provisions  of  Public  Law 
93 — 638.  Already,  other  government  bureaus  are  adopting  the  defini- 
tions of  tribes  employed  by  the  BIA  and  using  such  criteria  to  exclude 
urban  groups.  For  instance,  the  women  and  infant  children  feeding 
program  was  recently  turned  down  in  Oklahoma  City  on  the  basis  that 
the  Central  Oklahoma  Area  Indian  Health  Council  was  not  a  federally 
recognized  tribe.  For  further  discussion  of  urban  Indian  health  prob- 
lems, the  reader  is  referred  to  that  chapter  in  the  Task  Force  Keport. 

Indians  and  the  State  of  California 

In  1953,  House  Concurrent  Resolution  108  declared  that  the  policy 
of  the  United  States  Congress  was  to  end  the  status  of  Indians  as 
wards  of  the  federal  government.  At  nearly  the  same  time,  it  passed 
Public  Law  280,  abolishing  federal  jurisdiction  over  civil  litigation  and 
criminal  prosecution  of  Indians,  conferring  this  on  the  State  of  Cali- 
fornia. This,  and  subsequent  resolutions,  had  the  effect  of  terminating 
California  Indians.  The  Department  of  Health  of  the  State  of  Cali- 
fornia concurred  in  this  decision  and  in  1954  reported: 

The  trend  toward  complete  assumption  of  social  responsibility  by  local  govern- 
ment for  the  health  and  welfare  of  the  Indians  appears  to  be  the  most  effective 
means  of  meeting  the  problem  in  California. 

Unfortunately,  for  the  next  15  years,  no  funds  were  made  available 
from  local  sources.  Interestingly,  although  health  care  was  terminated, 
only  a  small  fraction  of  trust  land  became  unrestricted.  It  was  during 
these  years  that  the  ambiguity  of  tribal  governance  and  identity  as 
well  as  health  conditions  became  almost  intolerable.  A  report  by  the 
Bureau  of  Maternal  and  Child  Health  of  the  California  State  Department 
of  Public  Health  notes  in  relation  to  Indians: 

They  are  born  into  poor  families.  In  a  survey  of  10  reservations  .  .  ;  it  was 
discovered  that  over  70  per  cent  of  the  families  earned  less  than  $3000  annually. 

They  are  born  into  large  families.  ...  20  per  cent  of  all  Indian  children  born 
in  1964  had  4  or  more  siblings. 

Their  fathers  are  more  likely  to  be  unskilled  or  semi-skilled. 


164 


Their  mothers  have  inadequate  prenatal  care.  Birth  records  for  1967  report  that 
28.8  per  cent  of  Indian  mothers  had  only  late  (third  trimester)  or  no  prenatal  care 
as  compared  with  8.5  per  cent  of  all  California  mothers. 

The  probability  is  greater  that  they  will  die  accidentally  (23.3  per  cent  of 
Indian  deaths  in  1967  and  6.9  per  cent  of  all  California  deaths);  or  as  a  result  of 
cirrhosis  of  the  liver  (12.0  per  cent  of  Indian  deaths  in  1967  compared  to  216 
per  cent  of  all  California  deaths). 

2o  per  cent  of  persons  coming  to  urban  Indian  centers  for  help  do  so  because 
of  alcoholism. 

In  a  recent  nutritionist  survey  on  the  reservations  in  southern  California, 
sources  of  Vitamin  C  were  virtually  nonexistent  in  the  diets  of  100  Indians  in- 
terviewed. Of  the  62  adults  and  38  children  under  16  years  of  age  who  were 
queried,  only  five  had  had  vegetables  in  their  past  three  meals  and  only  two  had 
eaten  fruit. 

In  October  1975,  SB  52  was  signed  into  law  by  the  governor.  This 
bill  provided  state  appropriations  that  can  be  used  for  direct  health 
care  services.  It  provides  for  $2,500,000  of  which  15  per  cent  is  to  go 
to  the  state  for  overhead  expenses.  Monies  will  be  available  to  both 
CRIHB  and  CUIHC.  These  funds  will  most  likely  be  utilized  to 
make  up  for  lost  services  caused  by  loss  of  funds  through  other  sources. 
Thus,  California  appears  willing  to  take  the  big  plunge  into  appro- 
priating funds  for  specific  Indian  programs. 

Discussion 

There  appears  to  be  no  state  with  the  complexity  and  ambiguity 
regarding  Indian  affairs  as  that  found  in  the  State  of  California.  One 
is  impressed,  upon  visiting  Indian  groups  there,  that  it  is  a  seething 
cauldron  of  frustration.  The  usual  intra  and  inter  group  rivalry  and 
hostility  appear  to  be  especially  acute.  Not  only  is  there  ambiguity 
relating  to  identification  and  organization  of  Indian  groups,  but  the 
enormous  urban  population  seems  to  also  be  more  complex  than  that 
in  any  other  part  of  the  country. 

On  the  positive  side,  the  very  diversity  of  groups  and  programs 
there  provide  a  natural  setting  for  the  collection  of  vital  information 
and  for  experimentation  into  new  and  innovative  programs.  The  two 
major  Indian  health  programs  through  CRIHB  and  CUIHC  already 
have  demonstrated  the  keen  resourcefulness  of  the  Indians  of  the 
state.  One  wonders  if  the  ingenuity  displayed  by  the  California 
Indians  might  not  have  arisen  from  necessity  following  termination. 
Not  that  such  an  idea  should  ever  be  used  as  an  argument  for  termina- 
tion. The  deleterious  effects  of  termination  on  health  are  too  obvious. 

It  is  the  recommendation  of  the  Task  Force  on  Health  that  a  major 
program  by  the  federal  government  be  instituted  with  an  aim  toward 
full  restoration  of  trust  status  for  California  Indians.  The  movement 
toward  restoration  of  IHS  benefits  is  a  move  in  the  right  direction. 
Finally,  the  relatively  more  favorable  state  climate  as  manifest  by 
S  52  is  worthy  of  study  and  attempts  to  transplant  similar  legislation 
to  other  states. 
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TABLE  l.-CRIHB  PROJECTED  POPULATION  AND  EXPECTED  CLINIC  VISITS 


Population  Visits      Population  Visits 


Central  Valley.   5,249  26,245  5,938  29,690 

Hoopa  Valley...   2,000  10,000  2,340  11,700 

Shasta-Trinity-Siskiyou    5,000  25,000  5,657  28,285 

Modoc- Lassen   750  3,750  848  4,243 

United   4,700  23,500  5,318  26,590 

Morongo..   5,000  25,000  5,657  28,285 

San  Diego.   5,000  25,000  5,657  28,285 

Lake  County...     750  3,750  848  4,245 

Mendocino   4,200  31,000  4,752  23,759 

Northern  Sierra   2,000  10,000  2,340  11,700 

Northern  Valley   4,700  23,509  5,318  26,590 

Round  Valley   1,700  8,500  1,923  9,616 

Sonoma   3,000  15,000  3,394  16,971 

Tri-County   2,000  10,000  2,340  11,700 

Tuolumne   2,000  10,000  2,340  11,700 

Tule  River   1,108  5,540  1,254  6,270 


Total.   49,157  245,785  55,924  279,627 


TABLE  2.-CRIHB  PROJECTED  INPATIENT  SERVICE 


Population  Visits  Days  Amount 


Central  Valley   5,249  1,049  7,034  $1,406,742 

Hoopa  Valley.  __  2,000  400  2,680  536,000 

Shasta-Trinity-Siskiyou    5,000  1,000  6,700  1,340,000 

Modoc-Lassen   750  150  1,005  201,000 

United   4,700  940  6,298  1,259,600 

Riverside-San  Bernadino     5,000  1,000  6,700  1,340,000 

San  Diego..      5,000  1,000  6,700  1,340,000 

Lake  County   750  150  1,005  201,000 

Mendocino...   4,200  840  5,628  1,125,600 

Northern  Sierra   2,000  400  2,680  536,000 

Northern  Valley..   4,700  940  6,298  1,259,600 

Round  Valley.   1,700  340  2,278  455,600 

Sonoma   3,000  600  4,020  804,000 

Tri-County     2,000  400  2,680  536,000 

Tuolumne   2,000  400  2,680  536,000 

Tule  River   1,108  220  1,480  296,000 


Total.   49,157  65,870  65,866  13,173,142 


Chapter  25 


Special  Problems  of  Alaska  Natives 

Introduction 

The  mental  images  conjured  by  the  word  "Alaska"  usually  have 
to  do  with  ice,  polar  bear,  moose,  walrus,  totem  poles,  the  Eskimo, 
and  impassable  distance.  The  most  ready  source  for  relatively  con- 
cise description  of  the  peoples  of  this  region  is  found  in  Spencer, 
Jennings,  et  al.1  These  authors  divide  the  aboriginal  population  of  this 
Area  into  two  groups:  one,  inhabiting  basically  coastal  and  Tundra 
areas,  the  Eskimos;  the  other,  occupying  central  and  Southeastern 
Alaska,  the  Athabascans.  The  Aleuts  who  refer  to  themselves  separ- 
ately are  classified  as  Eskimos  by  these  authors.  The  Eskimos  have 
avoided  assimilation  perhaps  more  than  any  indigenous  groups.  This 
is  not  too  surprising  in  view  of  their  remote  residence  in  harsh  climates. 
Both  Eskimos  and  Athabascans  subsisted  mainly  by  hunting.  Both 
have  been  subject  to  the  ravages  of  contact  with  white  men.  For  pur- 
poses of  the  present  discussion  it  is  not  necessary  to  deal  with  the 
different  ethnic  groups  separately. 

The  critical  differences  in  health  and  health  delivery  services 
between  Alaskan  Natives  and  other  Native  Americans  dictate  special 
consideration.  A  major  consideration  relating  to  health  care  delivery 
is  shown  in  Figure  1  which  projects  the  size  of  Alaska  compared  to  the 
United  States.  Alaska  contains  approximately  one-fifth  of  the  area 
of  the  United  States2  and  is  over  twice  as  large  as  the  second  ranked 
state,  Texas.  Alaska  became  a  state  in  1959  and  still  is  known  as 
"the  last  frontier"  with  considerable  justification.  Alaska  essentially 
joins  the  Asian  continent;  indeed  the  Eskimos  on  Little  Diomsde  are 
a  scant  2}2  miles  from  Russia.  Eskimos  still  live  in  remote  villages, 
usually  of  only  a  few  hundred  persons,  accessible  only  by  air. 

The  most  significant  events  impacting  upon  Natives  of  Alaska 
and,  hence,  on  their  health,  are  the  discovery  and  subsequent  devel- 
opment of  oil  reserves  near  Prudhoe  Bav  and  the  Alaska  Natives 
Claim  Settlement  Act  of  1971. 

The  Alaska  Native  Claims  Settlement  Act 

This  Act  of  Congress  is  an  attempt  at  a  just  settlement  of  previous 
Natives'  claims  and  at  some  method  for  future  self-determination  for 
the  Natives.  It  is  too  early  to  assess  its  full  significance.  Basically 
it  outlines  a  procedure  for  "a  fair  and  just  settlement  of  all  claims 
by  Natives  and  Native  groups  of  Alaska."  There  appears  to  be  a 
desire  to  avoid  wardship  status.  The  legislation  provides  for  the  estab- 
lishment of  12  Regional  Corporations,  corresponding  roughly  to 
native  population  areas.  Within  the  regions  are  Village  corporations, 
made  up  of  individuals  in  a  local  area  receiving  land  and  other  benefits. 
The  corporations  will  provide  the  basic  units  of  government.  A  major 
impact  of  the  Settlement  Act  is  that  it  greatly  accelerates  the  transi- 
tion from  a  subsistence  economy  to  a  money  one.  It  is  inevitable  that 
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the  next  decades  will  be  ones  of  unusual  trial  for  the  Natives,  who  have 
unprecedented  responsibility  for  many  developments.  Of  equal 
importance  will  emerge  events  indicating  whether  or  not  the  Settle- 
ment Act  proves  to  be  a  form  of  termination  legislation.  Thus, 
Native  populations  are  faced  with  even  more  acute  disruptions  as 
a  result  of  the  Settlement  Act.  Poised  like  the  sword  of  Damocles 
is  the  effect  of  oil  development  and  Pipeline  operations  which  have 
not  yet  produced  their  maximum  effects.  These  dramatic  events 
are  going  to  have  profound  effects  on  health. 

Other  significant  factors  related  to  health  delivery 

The  scattered  nature  of  small  settlements,  the  inaccessibility  of 
villages  by  surface  transportation,  ionospheric  and  atmospheric 
conditions  interfering  with  radio  communication,  absence  of  telephone 
communications,  and  the  lack  of  health  professionals  are  the  major 
distinctive  characteristics  affecting  health  care  for  Alaska  Natives. 
The  usual  poor  housing  and  poor  sanitation  found  amoung  Indians 
generally  are  merely  compounded  in  Alaska.  The  presence  of  sub- 
freezing  temperatures  and  perma  frost  make  solid  waste  disposal 
an  unsolved  problem. 

The  unique  characteristics  of  the  area  stimulated  Alaska  to  pioneer 
in  the  use  of  health  aides  as  primary  providers  of  health  care.  The 
health  aides  function  nearly  independently,  maintaining  a  tenuous 
and  unreliable  communication  with  physicians  by  means  of  radio. 

The  community  health  aids 

The  Community  Health  Aides  (CHA)  are  equivalent  to  the  Com- 
munity Health  Medics  (OHM)  of  the  rest  of  the  Indian  Health 
Service.  These  are  physicians'  assistants  and  are  not  to  be  confused 
with  Community  Health  Representatives  (CHR).  The  role  of  the 
CHA's  has  changed  considerably  in  the  years  they  have  been 
employed.  Originally  they  served  basically  as  village  pharmacists, 
dispensing  medications.  The  Aides  now  receive  a  basic  12  week  course 
of  instruction,  and  more  or  less  successful  attempts  at  continuing 
education  are  made.  Health  Aides  now  offer  a  rather  wide  range  of 
services  and  demonstrate  considerable  initiative  in  caring  for  the 
peoples'  health.  Most  CHA's  are  women,  with  varying  degrees  of 
previous  experience,  but  all  are  characterized  by  definite  leadership 
qualities.  During  site  visits,  the  three  major  concerns  voiced  by 
CHA's  were  problems  of  communication,  excessive  visits  for  mild 
respiratory  infections  that  could  be  cared  for  at  home,  problems  of 
mental  health,  and  continuing  problems  of  sanitation.  Perhaps  the 
most  serious  social  problems  experienced  by  CHA's  are  lack  of  relief 
(many  are  on  duty  24  hours  every  day)  and  inadequate  salary. 

The  Indian  Health  Service 

Indian  Health  Service  in  Alaska  has  its  area  office  in  Anchorage. 
It  has  responsibility  for  about  60,000  Natives.  A  major  problem  of 
Indian  Health  Service  operation  has  been  the  negative  effects  of 
inflation.  This  has  resulted  in  a  net  loss  of  personnel  for  Indian 
Health  Service.  According  to  the  area  director  at  Task  Force  Hear- 
ings in  Anchorage  May  22,  it  was  not  possible  to  fund  77  previously 
funded  positions  out  of  a  work  force  of  1,300  persons  because  of 
inflationary  costs.  One  expects  the  inflationary  pressure  may  in- 
crease. The  area  office  is  heavily  involved  with  implementation  of 
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PL  93-63S  and  currently  processes  about  90  contracts.  There  appears 
to  be  considerable  autonomy  of  the  area  office. 

During  site  visits  and  hearings  in  Alaska  one  gains  an  impression, 
which  may  not  be  exactly  correct,  that  when  compared  to  other  areas 
in  the  United  States,  the  Indian  Health  Service  has  a  more  distant 
relationship  with  the  Alaskan  Natives.  Of  course,  this  is  literally  a 
fact  because  of  dispersal  of  the  population.  Even  with  this  in  mind, 
however,  one  wonders  whether  the  relative  role  of  Indian  Health 
Service  in  Alaska  is  less  than  in  other  areas  and  what  effect  the  health 
corporations  have  on  this. 

Health  statist  ics  of  Alaska 

Virtually  all  indices  of  Indian  health  are  worse  for  Alaska  than  for 
all  other  aboriginal  groups — with  the  striking  exception  of  dysentery 
which  is  not  mentioned  as  a  significant  problem.  This  is  probably  a 
result  of  climate.  The  other  acute  infectious  diseases  are  considerably 
more  prevalent  in  Alaska  than  in  the  lower  forty-eight.  However, 
considerable  progress  is  being  made  in  attacking  such  problems  as 
tuberculosis,  which  has  decreased  dramatically. 

The  rate  of  infant  mortality  for  each  1,000  live  births  in  1974  was 
2/1,000  live  births,  which  approaches  that  of  non-Indians.  In  1960, 
the  infant  mortality  was  underreported  and  a  survey  indicated  that 
rates  may  have  been  as  high  as  121/1,000  live  births.  Of  interest  is 
the  fact  that,  in  contrast  to  Indians  in  the  lower  forty-eight,  the 
excess  mortality  of  infants  is  no  longer  in  the  age  group  over  one 
month  but  is  in  those  aged  less  than  one  month.  Prematurity  con- 
tributes nearly  one  half  of  these  deaths.  Since  1960  the  birth  rate  has 
declined  considerably,  and  there  is  a  distinct  shift  to  smaller  families. 
Family  planning  services  became  routinely  available  in  1967.  Signifi- 
cant decreases  have  also  occurred  in  otitis  media,  although  the  prev- 
alence rate  for  this  condition  in  1970  was  2.6  percent. 

One  of  the  most  dramatic  effects  of  demography  in  Alaska  is  the 
almost  insurmountable  problem  of  transportation  and  remoteness.  For 
example,  it  is  not  uncommon  for  patients  to  be  transported  1,500 
miles  to  a  strange  hospital.  For  many  patients  this  may  represent  the 
first  visit  outside  their  village.  It  is  not  uncommon  for  patients  to  be 
met  at  the  airport  by  a  health  worker  who  identifies  the  non-English 
speaking  patient  by  a  tag  fastened  to  clothing.  Important  family 
disruption  often  occurs  also  as  there  may  be  no  adult  to  care  for 
children.  Likewise  a  patient  may  have  nowhere  to  stay  if  surgery  or 
other  procedures  are  postponed  for  two  to  three  weeks. 

The  Regional  Health  Corporation 

Just  as  the  region  is  the  basic  unit  of  government  under  the  Native 
Claims  Settlement  Act,  so  is  the  regional  health  corporation  the  basic 
unit  of  health  care  delivery.  There  are  12  of  these  corporations, 
each  with  its  own  board  of  directors,  corresponding  to  the  govern- 
mental regions.  The  Task  Force  was  fortunate  in  being  able  to  spend 
a  short  time  visiting  the  Norton  Sound  Health  Corporation.  Because 
the  Health  Corporation  is  central  to  delivery  of  health  services  in 
Alaska,  and  because  the  following  description  of  the  Norton  Sound 
Health  Corporation  so  graphically  illsutrates  health  care  in  Alaska, 
it  is  presented  in  its  entirety.  Its  clarity  cannot  be  improved  upon. 
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An  additional  in-depth  analysis  of  Alaskan  Native  health  problems, 
received  too  late  to  be  incorporated  in  the  task  force  report,  is  included 
in  the  appendix.  The  reader's  attention  is  especially  directed  to  the 
recommendations  made  in  this  supplementary  document 

Organization 

The  Norton  Sound  Health  Corporation  is  a  nonprofit  corporation 
established  on  November  18,  1970  under  the  laws  of  the  State  of 
Alaska.  The  Corporation  is  governed  by  a  consumer /provider  Board 
of  Directors  charged  with  responsibility  for  the  provision  of  health 
services  to  residents  of  the  Seward  Peninsula  and  Norton  Sound 
Region.  The  compliment  of  the  Board  includes  one  representative 
from  each  of  the  16  rural  villages  in  the  area,  three  representatives 
from  Nome,  and  representation  from  the  Maynard  McDougall 
Memorial  Hospital  and  the  Alaska  Department  of  Health  and  Social 
Services.  Two  professional  provider  organizations,  the  Alaska  State 
Medical  Association,  and  the  Alaska  State  Dental  Society  are  ad- 
visory to  the  Board. 

The  Corporation's  programs  are  financed  through  care  provision 
contracts  with  the  Indian  Health  Service,  and  by  provider  grants 
from  the  State  of  Alaska  and  NIDA. 
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Sebvice  Area  and  Major  Hospital  Locations 


'  Major  Air  Routes 
JNSHC  Service  Area- 


a  Major  Hospital  Facilities 

Geography  and  climate 

The  boundaries  of  the  Norton  Sound  Community  are  contiguous 
with  the  Nome  Election  District  of  the  State  of  Alaska.  This  region 
lies  just  below  the  Arctic  Circle  and  consists  of  some  25,248  square 
miles  lying  between  64-65  degrees  North  latitude  and  162-169  degrees 
West  longitude.  The  northern  perimeter  is  bordered  by  the  Chuckchi 
Sea  which  gives  way  to  the  Bering  Sea  along  the  Western  coast,  with 
the  southernmost  aspect  of  the  service  area  lying  just  north  of  the 
mouth  of  the  Yukon  Kiver. 

The  landmass  is  typically  barren  ground  tundra  interspersed  with 
rolling  hills  and  low  mountain  ranges.  There  is  some  forestation  limited 
to  the  riverine  concourses  and  isolated  areas  where  the  ground  is 
permafrost-free. 
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The  climate  is  that  of  a  typical  Arctic/Subarctic  maritime  region 
influenced  by  prevailing  atmospheric  conditions  originating  in  inland 
Alaska  and  the  Siberian  land  mass.  The  low  mean  annual  temperature 
ranges  from  25-35°  F.,  with  light  precipitation  and  high  winds.  There 
is  snowfall  ten  months  of  the  year. 

Low  temperatures  in  the  winter  may  fall  below  — 40°  F.,  while 
summer  temperatures  inland  from  the  sea  may  rise  above  100°  F. 
Due  to  the  north/south  aspect  of  the  service  area,  the  climatic 
conditions  on  any  given  day  may  vary  widely  between  points. 

Demographics 

The  demographic  characteristics  of  the  Norton  Sound  Community 
are  unusual.  Traditionally  the  area  was  inhabited  by  small  semi- 
nomadic  bands  of  Eskimo  speaking  peoples  who  were  culturally 
adapted  for  Arctic  survival.  There  are  no  conclusive  demographic 
data  on  these  historical  and  prehistorical  populations. 

At  the  present  time,  about  6,000  people  inhabit  the  area.  Approxi- 
mately 45  percent  reside  in  the  City  of  Nome,  with  the  remainder 
scattered  among  the  16  outlying  villages. 

The  population  is  a  young  one,  with  a  mean  age  just  above  19.3 
years,  and  a  birth  rate  of  over  2  percent.  While  the  census  division 
experienced  a  5.9  percent  population  decrease  between  1960-1970,  the 
city  of  Nome  increased  by  7.4  percent. 

Since  1960,  there  has  been  a  9.6  percent  decrease  in  the  nonnative 
population  with  a  corresponding  increase  of  14.1  percent  among  the 
native  groups.  The  approximate  ethnic  redistribution  in  Nome  shows 
a  25  percent  increase  in  people  of  native  origin  in  the  past  10  years. 
This  shift  is  due  to  emigration  from  the  "bush"  communities  into  the 
Nome  area.  It  is,  however,  too  early  to  determine  whether  or  not  this 
trend  will  continue  or  if  there  will  be  a  redistribution  back  to  the  rural 
areas  in  the  near  future  due  to  economic  shifts  generated  by  the  emer- 
gence of  native  land  claims  corporations  or  the  impact  of  the  trans- 
Alaskan  pipeline  project. 

PRIMARY  AND  SECONDARY  BASIC  SERVICE  POPULATION  1975,  1980,  1985 


Current       Population  projections 
1975   

Area  population  1980  1985 


Primary  service  area                                                                      2,580  2,676  2,775 

Percent  change                                                                                                3.7  3.7 

Secondary  service  area.                                                                   3,295  3,519  3,758 

Percent  change..                                                                                             6.8  6.8 

Total..                                                                                        5,875  6,195  6,533 

Percent  change..                                                                                             5.5  5.5 


The  above  figures  indicate  that  by  1980,  the  primary  service  area 
will  have  a  population  of  2,676,  and  the  secondary  service  area  will 
have  a  population  of  3,519.  The  total  basic  service  population  in  1980 
will  be  6,195. 

By  1985,  the  primary  service  area  population  will  be  2,775  and  the 
secondary  service  area  population  will  be  3,758.  The  total  basic 
service  population  will  be  6,533. 


78-188—76  12 
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BASIC  SERVICE  POPULATION  GROWTH,  1970-75 
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44 
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Stebbins    
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Teller   

  220 
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  434 
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Wales   

  131 
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White  Mountain  

  87 

74 
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Subtotal   

  3, 084 

3,  295 

211 

6.8 

Total  

  5,  572 

5,  875 

303 

5.4 

Source:  A  current  population  figure  for  the  city  of  Nome  was  difficult  to  obtain  with  figures  varying  from  2,488  to  3,500. 
I  n  order  to  be  conservative,  the  1960-70  growth  rate  for  the  primary  service  area  was  applied  to  arrive  at  a  1975  population 
figure  of  2,530. 


Economy  and  Education 

Area  economics  are  depressed  and  dependent  upon  a  net  influx  of 
money,  goods,  and  services.  In  the  villages,  and  to  a  certain  extent 
in  Nome,  year-around  jobs  are  few.  There  is  a  basic  unemployment 
rate  of  15.7  percent,  with  36  percent  of  all  families  at  less  than  125 
percent  of  the  poverty  level,  and  44.5  percent  with  incomes  less  than 
the  ASH  A  minimum  entrance  level  of  $6,000.  Employment  is  mainly 
service  in  nature  with  49.7  percent  of  all  employed  persons  holding 
government  jobs;  1.7  percent  in  manufacture,  and  47.4  percent  in 
white  collar  positions.  Kesidents  of  most  of  the  outlying  villages  re- 
main dependent  upon  subsistence  hunting  activities  of  large  marine 
mammals  in  order  to  survive.  In  Nome,  the  average  cost  differential 
above  the  Seattle  base  for  goods  and  services  is  171  percent.  In  the 
villages,  costs  rise  above  200  percent  of  the  Seattle  market. 

In  1960  the  median  number  of  school  years  completed  by  residents 
of  the  villages  on  the  Seward  Peninsula  was  about  5.7.  Although 
educational  opportunities  are  increasing  and  the  median  is  rising, 
no  exponential  increase  in  overall  number  of  years  completed  is 
expected.  A  partial  impact,  however,  is  expected  from  implementing  a 
regionalized  high  school  program  in  which  major  construction  of  new 
high  school  facilities  in  the  larger  of  the  "bush"  villages  would  bring 
secondar}^  education  to  the  outlying  areas.  This  project  is  underway 
at  the  present  time. 

Communications 

Communications  are  a  critical  link  in  the  provision  of  health  care 
in  rural  Alaska  due  to  the  remoteness  of  the  villages  and  the  vast  dis- 
tances that  separate  the  patient  from  the  services  of  professional 
providers.  Presently,  communications  are  very  unreliable,  as  most  of 
the  communications  equipment  is  single  side  band  high  frequency 
radio  signal.  This  system  is  dependent  upon  atmospheric  conditions 
which  are  unstable  in  the  polar  zones.  The  basic  communication 
networks  can  be  outlined  as  follows: 
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1.  Village  clinic  radio. — All  of  the  clinic  facilities  in  the  villages, 
with  the  exception  of  Unalakleet,  have  an  SSB,  HF,  100  watt  radio  for 
radio  medical  traffic.  These  units  operate  on  3277  kHz  provided  by 
the  U.S.  Public  Health  Service  and  are  maintained  by  a  repair  con- 
tract with  the  Bureau  of  Indian  Affairs.  Each  afternoon  the  on-call 
physician  attempts  to  establish  radio  contact  with  the  Village  Health 
Aide,  a  local  paraprofessional  who  works  under  the  direction  of  the 
plrysician.  Figures  for  the  last  period  available  indicate  that  an 
average  radio  contact  percentile  for  the  area  was  28.5  percent.  The 
average  days  of  good  reception  occurred  13.3  percent  of  the  time. 
The  radio  is  monitored  at  the  Nursing  station  24  hours  a  day  for 
emergency  medical  traffic. 

2.  Village  telephone. — Eleven  villages  can  reach  Nome  via  telephone. 
Teller,  Shishmaref,  and  Wales  have  a  private  system  in  each  home. 
GTE  serves  all  of  Unalakleet,  and  RCA  has  provided  one  phone  in 
each  of  the  remaining  villages.  The  phones  in  the  villages  rely  on 
local  power  and  are  somewhat  limited  in  reliability.  Most  of  these 
represent  radio  telephone  installations  and  are  subject  to  all  of  the 
radio  failures  plus  additional  problems  stemming  from  relays  and 
repeater  stations. 

3.  Bureau  oj  Indian  Affairs  school  radio. — All  but  two  of  the  villages 
have  a  BIA  radio  located  in  the  school.  It  too  is  a  SSB,  HF  unit  and 
operates  on  a  frequency  of  3335  khz.  Since  it  is  an  SSB  unit,  it  has  the 
same  inherent  problems  of  the  village  clinic  radio.  In  the  summer 
months  this  unit  is  unavailable,  as  the  school  is  closed. 

4.  Alaska  Army  National  Guard  (First  Scout  Battalion) — The 
National  Guard  has  SSB,  HF  units  in  14  villages  which  operate  on 
4886  khz.  These  are  available  as  emergency  backup,  as  most  do  not 
depend  upon  village  power  supplies. 

5.  General  Telephone  Company  of  Alaska. — GTE  provides  good 
reliable  phone  service  to  the  city  of  Nome.  To  dial  a  phone  in  the  city, 
a  four  digit  number  is  all  that  is  required.  The  system,  though  it 
functions  well,  is  scheduled  for  replacement,  as  it  is  an  older  electro- 
mechanical switching  system.  The  new  computer  switch  system  will 
be  in  place  in  a  few  years. 

6.  RCA  Alascom. — RCA  has  a  satellite  earth  station  in  Nome  and 
provides  telegraph  communication  as  well  as  long  distant  telephone 
lines. 

7.  Bureau  of  Indian  Affairs  Radio-Nome. — BIA  uses  an  SSB,  HF 
radio  from  Nome  to  communicate  to  the  villages.  This  unit  also  can 
be  used  to  contact  the  communities  of  Bethel,  Fairbanks,  and  Anchor- 
age. 

8.  FAA  flight  center. — The  FAA  Flight  center  is  manned  24  hours 
per  day  with  radio  and  teletype  communications.  The  FAA  system 
gives  emergency  medical  care  yet  another  option  for  communications, 
as  it  utilizes  inflight  aircraft  as  part  of  the  system. 

9.  Alaska  State  Troopers. — The  Alaska  Troopers  use  an  SSB,  HF 
system  for  communicating  with  their  detachments  in  the  villages  of 
Unalakleet,  Savoonga,  and  Kotzebue.  They  also  monitor  teletype 
traffic  8  to  5  pm. 

10.  Nome  City  Police  and  Fire  Department. — 155.55  kHz  is  used 
for  both  police  and  fire  calls.  This  unit  also  is  capable  of  155.745  and 
155.25  kHz  of  the  City  of  Nome  and  Department  of  highways. 
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11.  Mdynard  McDougal  Memorial  Hospital. — The  hospital  radio  is 
an  SSB  itF  1000  watt  radio  monitored  24  hours  per  day  for  medical 
traffic.  In  addition,  the  physicians  use  an  on-call  paging  system  on 
155.16  kHz  for  times  when  the  on-call  doctor  is  out  of  the  hospital. 

RADIO  MEDICAL  TRAFFIC 


Radio  contact  Good  radio  contact « 


Village  Days  Percent  Days  Percent 


Brevig   28.0  6.6  11.0  2.6 

Diomode   32.0  7.5  15.0  3.5 

Elim   152.0  35.7  78.0  18.3 

Gambell   201.0  47.2  3.0  0.7 

Koyuk.   45.0  10.6  14.0  3.3 

St.  Michael     191.0  44.8  57.0  13.4 

Savoonga   212.0  49.8  137.0  32.2 

Shaktoolik    51.0  12.0  25.0  5.9 

Stebbins   178.0  41.8  51.0  12.0 

Teller   227.0  53.3  120.0  30.0 

Wales..   103.0  24.2  59.0  13.3 

White  Mountain   137.0  32.2  86.0  20.2 


Average   121.2  28.5  56.5  13.3 


1  Good  radio  medical  traffic  is  defined  as  that  traffic  which  is  understandable  in  both  the  hospital  base  station  and  bush 
receiver. 

Source:  13  mo.  radio-medical  traffic  log-MMM-hospital,  total  of  426  possible  contact  days. 

Transportation 

Transportation  in  the  service  area  is  inconsistent  due  to  the  vast 
distances,  lack  of  roads,  and  prevailing  weather  conditions.  These 
problems,  coupled  with  the  high  cost  of  patient  transport,  demand 
that  transportation  parameters  be  a  major  consideration  or  decision 
point  in  the  delivery  of  medical  care.  The  primary  modes  of  trans- 
portation can  be  outlined  as  follows: 

1.  Aviation. — Air  travel  is  the  primary  mode  of  transportation 
throughout  the  service  area.  All  of  the  villages,  with  the  exception 
of  Little  Diomede,  have  a  runway.  These  runways  vary  in  length 
and  are  maintained  in  proportion  to  the  availability  of  equipment 
found  in  any  given  village.  The  amount  of  snowfall,  condition  of  the 
surface  of  the  runway,  and  weather  conditions  determine  the  type 
of  aircraft  used.  In  many  cases,  air  transport  is  limited  to  ski  service 
only  in  the  winter  months.  The  village  of  Diomede  uses  the  sea  ice 
as  a  landing  strip  and  has  no  fixed  landing  field.  There  are  four  charter 
air  taxi  operations  based  in  Nome,  and  one  each  located  in  the  villages 
of  Teller,  Golovin  and  Unalakleet.  An  additional  air  taxi  permit  has 
been  filed  in  the  village  of  Elim.  All  of  these  operations  use  small 
light  aircraft.  Among  them  there  are  24  fixed  and  rotary  wing  aircraft. 
None  of  the  charter  operations  serving  the  region  are  pressurized 
or  capable  of  flying  over  bad  weather. 

2.  Ground  transportation. — Almost  all  of  the  ground  transportation 
is  in  the  winter  months,  and  almost  without  exception  the  primary 
mode  of  transport  is  the  snowmachine.  There  are  three  exceptions, 
Teller,  Council,  and  Solomon,  which  can  be  reached  by  road  for 
about  three  months  each  summer  period. 
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8.  Water  transportation. — Some  water  transportation  is  available 
in  the  summer  months,  but  the  amount  is  insignificant  in  terms  of 
delivering  medical  care  or  evacuating  the  emergent  patient.  The  only 
significant  area  would  be  the  village  of  Little  Diomede  winch  crosses 
the  Bering  Strait  by  skin  boat  only  in  the  ice  free  periods.  All  of  the 
other  villages  for  the  most  part  depend  upon  other  means,  although 
fish  camps  in  the  summer  are  reached  only  by  water. 

Mortality  and  morbidity 

During  the  past  two  decades  there  has  been  a  general  improvement 
in  the  health  status  of  Alaskans.  This  has  come  about  largely  from 
the  efforts  expended  by  the  USPHS  in  delivery  of  health  care  to  the 
native  people.  The  most  dramatic  changes  were  generated  from  the 
intensive  treatment  and  rehabilitation  health  programs  in  areas  such 
as  TB  control.  These  data  are  summarized  in  chart  form. 

Most  of  the  categories  are  higher  in  incidence  than  for  the  total 
U.S.,  with  very  high  incidences  of  accidents,  suicides,  and  diseases 
of  the  respiratory  tract.  Although  data  collection  categories  for  OPD 
encounters  by  the  Health  Aides  are  only  roughly  defined,  a  quick 
review  of  the  field  health  tallies  and  category  histogram  reveals 
high  morbidit}^  overall,  with  a  categorical  clustering  peculiar  to  the 
NSHC  region.  The  largest  category,  that  of  "III  Defined,"  is  expected, 
as  the  Aides  are  trained  to  respond  to  morbidity  through  symptoms 
recognition  and  treatment;  therefore  the  corresponding  data  tends 
to  be  non-discreet.  Presently  the  outpatient  workload  for  clinic 
care  is  about  14,000  encounters  per  year.  A  similar  projection  for  the 
outlying  village  workload  will  be  compiled  by  August  1976. 

Cause  of  death,  Norton  Sound 


Natural  causes: 

Heart  and  lung  (over  60  years  of  age)   45 

Cancer   15 

Heart  (under  60  years  of  age)   8 

Lung  (under  60  years  of  age)   4 

Congenital  abnormalities   3 

Kidnev   2 

Other!   3 


Total   80 


Accidents : 

Aircraft  and  auto   21 

Drowning   20 

Fire   5 

Fall   1 


Total   47 


Homicide   8 

Alcohol  Poisoning   7 

Exposure  Death   5 

Suicide   35 


Source:  Coroner's  reports  1971-75,  Nome  Census  Division. 
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VITAL  STATISTICS  SUMMARY 
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Native 

Nonnative 

Fertility  rate 

87.  9 

163. 2 

105. 3 

140  7 

72. 0 

Birth  rate 

18.2 

30!  9 

21*  7 

26*  7 

1L6 

£U.  u 

OQ  7 
VS.  1 

17  1 
11.  1 

j4.  J  

Crude  death 

9.  5 

7.6 

4. 0 

8.  6 

6  4 

7.  3 

Q  1 

k'  «; 

D.  3 

11  7 
11.  / 

8'l 

Age  specific  death  (1969  only): 

4.  9 

0  to  4 

8.  9 

5. 6 

10  8 

5  to  14 

,  4 

.% 

.  5 

7  0 

15  to  34 

1.  4 

4  1 

l"g 

5.9 

35  to  54 

5  3 

8*7 

4*  7 

8. 0 

3. 1 

55  and  over 

39.6 

3L6 

21. 7 

44'  8 

48!  8 

Cause  specific  death  (preventable): 

TB 

2  6 

9  5 

.7 

17  5 

Influenza  and  pnuemonia 

30.9 

42.1 

10!  4 

43.  8 

13.8 

Other  respiratory 

15.2 

23. 1 

8  9 

13. 8 

Con  genital 

8.  3 

10.  6 

7. 6 

4  4 

Violent: 

Accidents    

56.4 

195.1 

94.0 

201.6 

96.9 

Suicides    

11.6 

24.2 

10.2 

43.8 

27.7 

Homicides   _ 

8.3 

24.2 

70.0 

35.1 

41.5 

Alcoholism   _  

39.4 

5.1 

26.3 

13.8 

Chronic  and  old  age: 

Heart  disease     

362.8 

92.4 

91.8 

4.4 

193.9 

Malignant  neoplasm   _ 

162.8 

81.5 

55.6 

127.1 

96.9 

Cerebrovascular  

101.9 

44.4 

23.0 

48.2 

13.8 

Arteriosclerosis  

15.6 

3.3 

6.4 

55.4 

Note:  The  U.S.  figures  are  for  1970.  Data  for  Alaska  and  Norton  Sound  is  the  average  of  1968  to  1972  to  avoid  anomalies 
caused  by  the  small  population  base. 

Source:  Federal  Programs  and  Alaska  Natives,  Task  I— An  Analysis  of  Alaska  Natives  Well-Being.  Table  C-l* 
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DlSTRIBUTIN  OF  OPD  VILLAGE  ENCOUNTERS 

July  1-December  31,  1975 
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NOME  CLINIC  OUTPATIENT  WORKLOAD— MMM  HOSPITAL 


Service        Visits  per 

Year  population  person       Total  visits 


1973   5,753  2.02  11,595 

1974   5,814  1.92  11,171 

1975   5,875  2.41  14,142 

1980   6,195  2.80  17,346 

1985  _   6,533  3.50  22,866 


Source:  Maynard  McDougall  Memorial  Hospital  Workload  Projections  by  Tribrook,  Inc. 

VILLAGE  OUTPATIENT  LOAD 


Acute  Preventative 

Village  encounters 1      encounters  Total 


Brevig.   226  128  354 

Council,   113  26  144 

Diomede   199  12  211 

Elim   497  319  816 

Gambell.   1,233  252  1,485 

Golovin.    316  121  437 

Koyuk   511  79  590 

Shaktoolik.   398  184  582 

Shishmaref   1,036  260  1,296 

Stebbins   963  659  1,622 

Teller..   251  18  269 

Unahkleet   1,044  452  1,496 

Wales   170  131  301 

White  Mountain   307  80  387 


Total   7,269  2,721  9,990 


1  Chronic  encounters  are  logged  with  acute  categories.  Encounter  figures  shown  are  from  July  1975  to  December  1975. 

Health  manpower 

Health  manpower  in  the  region  is  a  composite  effort  and  pooling  of 
resources  sponsored  by  both  agency  and  private  providers.  The 
NSHC  has  been  primarily  responsible  for  the  plrysician  recruitment 
and  retention  as  well  as  the  development  of  the  OPD  Health  Aides 
paraprofessionals  in  direct  medical  care.  There  is  a  similar  extender 
program  for  mental  health  services  that  utilizes  Family  Services 
Workers  under  the  direction  of  a  psychiatrist  and  mental  health  staff. 

While  the  provider/patient  ratio  approaches  that  found  throughout 
the  US,  it  must  be  remembered  that  distances  and  weather  limit  the 
accessability  to  care,  thereby  predisposing  the  delivery  system  to  a 
lower  provider/patient  parameter  than  would  be  found  elsewhere.  If 
it  were  not  for  the  Health  Aide's  delivery  under  the  supervision  of  the 
medical  staff,  direct  care  in  the  rural  area  would  be  less  than  150 
man-days  total  per  year,  and  eye  care  services  would  be  almost 
non-existent.  The  same  constraints  would  apply  in  the  area  of  mental 
health. 


179 

Health  Manpower  by  Agency 
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Dental 
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Includes  one  psychiatrist  and  one  psychologist 


Physician1  s  services 

Medical  services  can  be  split  into  two  major  direct  care  components: 
primary  and  secondary  care.  A  third  component,  preventative  delivery, 
is  integrated  into  both  of  the  direct  care  regimens. 

The  base  of  operations  for  the  medical  staff  is  the  MMM  hospital 
in  Nome,  with  the  physician  responsibility  encompassing  OPD  clinic 
delivery  at  MMM,  inpatient  services  at  MMM,  and  vihage  medical 
clinics.  The  OPD  services  are  triaged  through  a  PA;  nursing  services 
backup  the  inpatient  delivery,  and  the  physicians  work  with  Health 
Aides  as  referring  agents  during  the  itinerant  medical  clinic  in  the 
villages.  Specialty  clinics  are  held  on  a  regular  periodic  basis,  with  the 
specialty  physicians  traveling  to  Nome  from  the  major  urban  service 
centers.  These  specialty  clinics  range  from  pediatrics  to  operative 
surgery  clinics  at  the  MMM  Hospital. 

Field  health  operations  are  carried  out  through  village  parapro- 
fessionals,  the  Village  Health  Aides.  Both  supervision  and  direction  of 
the  outreach  worker  is  maintained  by  radio  medical  traffic  held  daily 
on  a  scheduled  basis.  During  radio  medical  traffic  the  Aide  presents 
the  symptomatology  of  the  patient  and  treats  according  to  the  instruc- 
tions of  the  on  call  physician.  In  times  when  no  medical  traffic  can  be 
initiated,  the  Health  Aides  continue  to  deliver  direct  care  through 
reference  to  Medical  Standing  Orders.  Each  of  the  Aides  has  a  clinic 
facility  complete  with  standing  formulary. 
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The  pattern  of  care  in  the  NSHC  region  is  outlined  in  the  enclosed 
algoriths  which  display  the  common  decision  points  most  frequently 
encountered. 

Medical  audit  and  continuing  education  of  the  Aide  take  place 
during  the  physician  field  clinic. 

Organization  of  Physician's  Services 
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Village  Flow  of  Episodic  and  Non-Emergent  Encounters 
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Village  Flow  of  Emergent  Encounters 
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Flow  of  Episodic  Encountebs  at  MMM  Hospital,  Nome 
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Flow  of  Emergent  Encounters  in  the  City  of  Nomje 


Incident 

orr.  MMM  E  .ll 
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Eye  care  services 

The  Eye  Care  Department  is  staffed  by  two  paraprofessionals 
employed  by  NSHC.  One  of  these  is  a  licensed  certified  dispensing 
optician.  Their  major  delivery  responsibilities,  however,  are  more 
extensive  and  range  from  correction  of  refractive  error  and  tonometry 
through  screening  and  treatment  of  a  variety  of  eye  pathologies. 
Training  for  these  services  was  given  by  opthalmologists  in  Alaska, 
the  Bethesda  Naval  Hospital,  and  George  Washington  University  in 
Washington,  DC. 

The  eye  care  technicians  work  under  the  supervision  of  the  local 
physicians,  and  with  the  itinerant  opthalmologists  during  specialty 
clinics.  These  services  are  a  high  priority  in  the  region  due  to  the  high 
incidence  of  refractive  error,  PKC  scarring,  and  other  pathologies  of 
the  eye  which  have  gone  untended  until  initiating  the  program. 

The  Eye  Care  Department  travels  to  the  "bush"  region  as  well  as 
delivering  care  in  the  city  of  Nome.  For  village  travel,  the  instruments 
are  carried  to  the  clinics  in  a  field  kit. 
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Organization  of  Eye  Care  Services 
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Village  health  services 

Village  Health  Services  forms  the  backbone  of  the  Health  Aide 
Delivery  System.  It  is  responsible  for  training  of  the  Aides,  establish- 
ment of  the  training  cirriculum,  and  insuring  that  the  care  delivered 
in  the  villages  is  consistent  and  in  keeping  with  proper  medical  proto- 
cols in  the  best  interests  of  the  patients.  The  latter  effort  is  a  conjoined 
responsibility  with  the  physicians  via  the  village  medical  audit. 

Aides  are  trained  in  symtomotology  specific  to  the  incidence  of  the 
area's  morbidity  pattern  through  formal  classroom  and  clinical  ex- 
perience in  the  MMM  OPD  and  in  the  respective  villages  where  the 
Aide  must  function.  Aide  training  is  given  by  the  physicians  and  the 
NSHC  training  staff,  which  includes  one  PA,  three  Rn's,  and  one 
PHN.  Specialized  instruction  is  delivered  in  the  AANHS  Hospital 
and  by  the  itinerant  specialists  who  give  clinics  in  Nome  and  the 
villages. 

The  Aides  hold  daily  medical  clinic  in  the  local  village  facilities. 
These  clinics  are  small  OPD's  and  are  equipped  with  a  standing 
formulary,  exam  rooms  and  an  SSB  HF  radio  for  radio  medical  traffic 
to  the  medical  staff  in  Nome.  Times  of  no  radio  contact  and  emergent 
conditions  are  covered  by  medical  standing  orders. 

At  the  present  time  the  Health  Aides  are  moving  towards  the  role 
of  the  PA,  or  Community  Health  Medic.  This  effort  is  now  in  the 
planning  stages,  and  may  take  a  variety  of  directions  prior  to  its 
formal  implementation.  Some  of  the  options  being  taken  under  con- 
sideration are  regionalized  holding  facilities  complemented  by  a  highly 
trained  community  health  medic,  as  opposed  to  continuation  of  the 
village  health  aide  program  as  is  now  in  operation. 
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Oeganizattion  of  Village  Health  Service 
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Preventative  dental  program 

The  Preventative  Dental  program  was  begun  in  January  1976.  It 
is  directed  at  providing  prophylactic  sodium  fluoride  applications  to 
the  dentition  of  the  school  age  children  in  the  region.  It  includes  an 
effort  to  set  up  an  ongoing  educational  system  directed  at  reduction 
of  the  high  decay  rate  found  in  the  area.  The  topical  application  of 
fluoride  becomes  part  of  the  village  health  aide's  preventative  proce- 
dures, while  the  education  component  is  worked  up  in  Nome  for 
delivery  by  early  fall  1976. 
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Oeganization  of  Preventative  Dental 
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Mental  health  services 

Mental  health  services  were  marginal  in  the  region  until  NSHC 
structured  and  implemented  a  comprehensive  mental  health  program. 
The  area  is  very  hard  hit  with  self-destructive  behaviors  including 
suicide  and  alcoholism.  The  numbers  of  depressive  patients  due  to 
cultural  inconsistencies  and  collapse  of  family  solidarity  is  staggering. 
We  are  now  experiencing  a  corrected  alcohol  related  suicide  incidence 
of  270  per  100,000. 

The  mental  health  program  has  two  interlinked  components: 
direct  care  and  education.  These  components  are  designed  to  provide 
both  interception/treatment  of  current  pathology,  and  to  prevent 
future  episodes  both  on  an  individual  and  populational  level.  The 
direct  care  component  is  directed  by  a  team  comprised  of  a  psycHia- 
trist,  psychologist  and  social  worker  backed  by  paraprofessional 
caseworkers.  Delivery  in  the  villages  follows  a  similar  pattern  to 
that  of  the  village  health  aide,  with  the  exception  that  delivery  is 
subregionalized  in  a  satellite  pattern.  The  paraprofessional  in  the 
outlying  area,  the  Family  Service  Representative,  maintains  responsi- 
bility for  one  or  more  villages.  At  the  present  time  there  are  six 
FSR's  providing  care  to  the  sixteen  rural  villages. 

All  of  the  FSR's  and  caseworkers  in  Nome  work  under  the  direction 
and  supervision  of  the  professional  staff.  The  workload  includes 
screening  through  followup,  administration  of  drugs,  and  chart 
review  and  medical  audit  by  the  pyschiatrist.  As  in  the  case  of  Village 
Health  Services,  the  Mental  Health  Services  Department  is  responsi- 
ble for  training  and  continuing  education  of  the  FSR's  and  caseload 
workers. 
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Organization  of  Mental  Health  Services 
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Sanitary  services 

Sanitary  services  is  a  new  program  with  NSHC  and  will  become 
operational  about  June  1,  1976.  Previously  the  region  was  serviced 
by  a  sanitarian  based  out  of  the  PHS  Kotzebue  service  unit  located 
at  Kotzebue,  about  180  air  miles  to  the  north.  Since  the  sanitarian 
was  somewhat  removed  from  the  immediate  NSHC  area,  only  minimal 
services  could  be  delivered,  and  then  only  on  an  itinerant  basis. 

The  scheduled  work  program  for  the  sanitarian  will  follow  a  protocol 
not  dissimilar  from  that  found  in  the  total  United  States,  but  will 
emphasize  problems  in  the  arctic  environment  and  the  peculiarities 
of  sanitary  services  in  permafrost  conditions.  Emphasis  will  be 
placed  on  finding  proper  solutions  to  water  treatment,  sewage  disposal, 
and  the  delivery  of  community  education. 
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Organization  of  Sanitary  Services 


Program 


Education  _  Program  * 
Development: 


age  i' 


*    Since  Sanitarv  Services  is  a  new  NSHC  nroqram,  Proqram 
Development  becomes  part  of  the  Service  cateqory. 

The  Norton  Sound  Health  Corporation  is  fortunate  is  being  headed 
b}^  a  dedicated,  intelligent  young  man  whose  views  are  worth  present- 
ing in  their  en  tire  t}^.  Since  formal  hearings  were  not  held  in  Nome, 
the  following  presentation  could  not  be  incorporated  into  appendices. 

Testimony  of  William  M.  Dann,  NSHC  Executive  Director 

BEFORE    THE    AMERICAN    INDIAN    POLICY    REVIEW  COMMISSION, 

Task  Force  on  Health,  May  20,1976 

Good  evening,  my  name  is  Bill  Dann  and  I  am  the  Executive 
Director  of  the  Norton  Sound  Health  Corporation.  I  have  worked 
with  the  Corporation  since  1970  but  for  a  1%-year  period  when  I 
was  away  from  the  region.  From  1968-1970  I  served  as  a  Hospital 
Administrative  Officer  in  the  Commission  Corps  and  was  stationed 
at  IHS  facilities  in  Anchorage  and  Dillingham.  I  appreciate  your 
coming  to  Nome  and  the  opportunity  to  speak  with  you. 

The  Norton  Sound  Health  Corporation  was  founded  in  1970  under 
a  grant  from  the  Office  of  Economic  Opportunity.  Since  that  time  it 
has  grown  from  a  largely  consumer  advocate  organization  with  a 
budget  of  $143,000  and  staff  of  three  to  a  comprehensive  health 
services  delivery  organization  with  a  budget  in  excess  of  $1.8  million 
and  over  75  staff  members.  Control  of  the  Corporation  rests  with  the 
Board  of  Directors  which  consists  of  one  representative  from  each 
community  and  several  from  Nome,  each  selected  by  a  City  Council 
or  representative  organization.  Currently,  there  are  also  four  agenc}7" 
representatives  on  the  Board.  The  booklet  already  given  you  gives 
further  details  on  the  programs  of  the  Corporation. 
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1  want  to  briefly  share  with  you  my  own  views  on  ways  in  which 
services  to  Alaskan  Natives  could  be  improved. 

1.  Self-determination  in  health  care  will  only  be  effective  if  it  is 
entered  into  and  evaluated  as  a  health  improvement  strateg}r  and  not 
a  solution  to  a  political  problem.  In  its  six  years  to  date,  the  Norton 
Sound  Health  Corporation  has  never  had  any  of  its  programs  evaluated 
against  cost-effective  standards.  The  only  test  we  have  had  to 
stand  is  one  of  an  adequate  audit  trail  and  record  maintenance. 

Although  the  Native  contract  experience  is  new  to  IHS,  the  Corpora- 
tion has  received  no  measures  of  cost-effectiveness  applicable  to  total 
contract  service  delivery.  This  may  be,  in  part,  due  to  the  reluctance 
of  the  Federal  agency  to  assess  their  own  overhead  values  as  applicable 
to  the  service  delivered  the  patient.  That  is,  we  have  no  way  of  assess- 
ing IHS  administrative  and  ancillary  support  overhead  and  apply 
those  values  to  unit  of  service  delivered  to  the  patient. 

Although  we  have  had  two  comprehensive  management  audits 
done  by  the  Alaska  Area  Native  Health  Service  which  have  been  most 
helpful,  neither  audit  has  dealt  with  program  effectiveness.  In  order 
to  develop  Native-controlled  health  corporations,  the  board  of 
directors  of  those  corporations  need  independent  and  objective 
evaluations  of  performance.  In  its  initial  years  those  boards  are  at 
the  mercy  of  their  staff  in  terms  of  understanding  health  problems 
unci  implementing  solutions.  Evaluation  of  program  performance  with 
a  board  of  directors  is  a  far  more  effective  tool  for  development  than 
so-called  board  training  programs. 

The  Alaska  Area  Native  Health  Service,  after  years  of  holding 
back  self-determination  in  health  care,  has  rushed  toward  contracting 
with  regional  corporations  to  provide  services.  To  date  their  record 
has  been  inpressive.  However,  this  change  has  not  been  accompanied 
by  a  change  in  focus  of  the  entire  area  office.  That  is,  there  has  not 
been  an  assinigng  of  resources  to  the  development  and  evaluation  of 
the  regional  corporations  and  consequent  reduction  of  lesser  priority 
area  support  functions. 

2.  Contrary  to  the  view  of  most  of  the  other  directors  of  regional 
health  corporations,  it  is  my  belief  that  the  Indian  Health  Service 
must  set  standards  and  determine  cash  flow  to  regional  corporations 
based  on  quality  of  proposals,  past  performance,  and  need  in  the  area. 
Presently,  money  is  being  distributed  on  a  political  basis  which  is 
approaching  at  one-man  one-vote  capitation  standard.  Again,  this  is 
a  fine  political  solution,  but  provides  no  incentive  to  regions  which 
perform  well.  It  is  the  present  view  of  the  Alaska  Area  that  under  the 
self-determination  principle,  it  is  the  regions  amongst  themselves 
that  must  make  these  decisions.  I  would  submit  that  the  Indian  Health 
Service  must  make  these  decisions  based  on  evaluations  and  that  those 
decisions  be  monitored  by  a  Native  advisor}^  board.  The  regional 
health  corporations  have  recognized  the  fallacy  of  the  present  dis- 
tribution system  but  I  think  will  find  it  difficult  to  impose  standards 
on  one  another.  Rather  than  expend  energy  in  making  those  decisions 
which  is  inherently  destructive,  the  corporations  should  spend  precious 
time  working  with  one  another  in  a  mutual  development  process. 

There  is  an  inherent  conflict  in  this  approach  that  must  be  looked 
at.  Specifically  in  response  to  political  pressure,  the  Alaska  Area  has 
increasingly  relied  upon  input  from  Native  people  in  deciding  on  who 
should  be  hired  for  key  positions  in  the  area.  This  poses  problems  when 
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the  principal  role  of  that  individual  is  to  impose  standards.  Under 
such  a  structure  the  end  result  can  be  management  by  response  to 
pressures.  Right  now  two  approaches  are  being  pursued:  1)  allowing 
increased  input  into  the  IHS  program  and  2)  contracting  out  to 
Native  corporations  responsibility  for  delivery  of  service. 

3.  It  is  my  perception  that  the  Alaska  Area  is  probably  farthest 
along  in  implementation  of  self-determination  in  health  care.  Yet  I 
see  the  Indian  Health  Service  doing  little  to  support  that  effort  or  to 
learn  from  its  experience.  Specifically,  it  is  my  understanding  that 
Desert  Willow  has  been  given  a  large  sum  of  money  to  develop  ap- 
proaches to  implementation  of  the  Indian  Self-Determination  Act. 
I  believe  those  approaches  already  exist  but  have  not  been  evaluated 
nor  have  the  people  who  have  gone  through  it  been  worked  with. 
Further,  Desert  Willow  has  done  little  to  help  the  Alaska  Area  in 
its  effort.  A  case  in  point :  this  Corporation  is  on  the  eve  of  assuming 
management  responsibility  for  the  Methodist-owned  hospital  in 
this  community  and  for  a  construction  program  for  a  new  hospital. 
Last  year  I  tried  to  secure  assistance  in  putting  together  a  manpower 
development  strategy,  along  the  lines  of  our  existing  training  pro- 
grams, to  develop  local  people  for  the  full  range  of  specialties  required 
in  a  hospital.  Whereas  this  Corporation  will  soon  bear  service  respon- 
sibility for  every  aspect  of  health  care  in  this  region,  with  the  exception 
of  dental  services  and  State  public  health  nursing  functions,  it  would 
seem  this  area  would  provide  a  ready-made  laboratory  for  evaluating 
self-determination  strategies.  Yet,  when  assistance  is  sought  of  IHS 
Headquarters  and/or  Desert  Willow  to  help  put  together  a  man- 
power development  plan,  we  were  told  that  potential  resource  people 
were  too  busy. 

Presently,  all  12  corporations  in  the  State  are  forging  ahead  in  the 
total  absence  of  a  manpower  development  strategy. 

4.  Our  present  contract  with  the  Alaska  Area  Native  Health 
Service  can  serve  as  a  model  for  purposes  of  contracting  for  health 
services  within  the  present  constraints  of  the  IHS  system,  for  it  seeks 
to  integrate  all  services  under  one  scope  of  work.  The  Alaska  Area 
deserves  credit  for  working  out  this  innovative  contract  structure. 
However,  there  were  and  still  remain  constraints  which  make  using 
a  unified  contract  difficult.  Specifically,  budgeting  within  the  Indian 
Health  Service  is  on  a  line  item  basis  by  program.  For  example, 
moneys  in  our  present  contract  have  come  from  several  sources: 
(a)  Community  development;  (b)  contract  health;  (c)  village  built 
clinic  leases;  (d)  aide  training;  and  (e)  dental. 

The  natural  tendency  of  the  system  is  to  contract  by  line  item  for 
services.  In  our  case  this  would  involve  five  separate  contracts  and 
would  stifle  prioritizing  and  overall  management  by  the  Board  of 
Directors.  As  the  Indian  Health  Service  moves  increasingly  into 
contracting  with  Native  corporations  for  services,  aimore  workable 
vehicle  for  converting  funds  to  contract  use  under  a  comprehensive 
health  service  contract  should  be  developed. 

5.  As  we  look  to  the  future,  year-to-year  funding  with  its  inherent 
uncertainties  will  stifle  creative  approaches  to  health  delivery.  Pres- 
ent contracts  involve  a  total  amount  which  cannot  be  exceeded  by 
the  contractor.  Effective  management  which  results  in  delivery  of 
services  at  less  than  the  contract  amount  will  only  enable  the  con- 
tractor to  make  one-time  expenditures  for  equipment,  training,  etc., 
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rather  than  being  able  to  count  on  that  money  in  the  future  and 
structuring  a  more  effective  program  with  those  funds.  Further, 
there  is  no  incentive  to  contain  costs  as  it  is  more  than  likely  that 
Funds  would  be  transferred  to  other  regions  seeking  higher  funding 
levels. 

Year  to  year  funding  is,  in  addition,  detrimental  to  the  establish- 
ment of  HMO  type  operations.  Aside  from  the  problem  of  prepayment 
for  IKS  beneficiaries,  this  situation  curtails  any  management  decision 
to  invest  health  revenues  into  high  return  enterprises,  thus  negating 
capital  gain  or  group  revenue  snaring  in  the  corporate  enterprise. 

The  year-to-year  nature  of  IHS  funding  has  already  had  very 
harmful  effects  on  this  region.  The  proposal  of  the  Corporation  to 
build  a  new  hospital  involved  an  application  for  an  FHA  loan  of 
$15  million.  Despite  letters  of  support  from  the  Director  of  Indian 
Health  Service  indicating  he  would  make  a  best  effort  to  secure  appro- 
priations to  pay  the  increased  per  diem  to  include  interest  and  de- 
preciation with  a  new  facility.  The  loan  was  rejected  because  in  the 
opinion  of  the  Region  X  Financial  Analyst  "The  sufficiency  and 
timeliness  of  funds  from  IHS  is  not  reasonable  assured."  He  further 
states  "This  provides  insufficient  assurance  of  payment  for  services 
to  the  Native  population,  at  the  utilization  rates  projected  by  appli- 
cant and  concurred  in  by  analyst,  to  permit  a  conclusion  that  the 
loan  would  be  reasonably  safe  from  default  for  the  following  reasons: 

1.  Future  Congresses  are  not  bound  to  appropriate  funds  in  any 
certain  amount  for  the  purpose  of  providing  health  care  to  Alaska 
Natives  or  American  Indians; 

2.  Future  Congresses  are  not  bound  to  appropriate  funds  for  the 
purpose  of  providing  health  care  to  Alaska  Natives  or  American 
Indians  in  a  sufficiently  timely  manner  to  assure  payment  of  principal 
and  interest  on  the  proposed  loan  when  due;  and 

3.  Even  assuming  sufficient  and  timely  appropriation  of  funds  by 
future  Congresses,  the  availability  of  such  funds  to  the  Hospital  may 
be  impaired  by  administrative  rescission  or  administrative  use  of  such 
funds  for  other  competing  purposes. 

The  Corporation  protested  these  findings  on  the  grounds  that  the 
same  test  was  not  being  applied  to  the  Medicaid  and  Medicare 
Program.  However,  it  was  the  opinion  of  the  Region  X  Financial 
Analyst  that,  because  funds  for  these  programs  are  provided  on  a 
pooled  basis  without  a  fixed  ceiling  for  any  given  institution  or  con- 
tract, these  funds  were  more  assured. 

The  future  will  require  the  Indian  Health  Service  to  undertake  fee  for 
service  or  prepayment  contracts  for  services  without  budget  ceilings. 
This  could  be  done  by  sharing  of  contract  risks  throughout  the  IHS 
system  to  account  for  overall  underutilization  at  any  given  institution 
or  program.  In  this  way  positive  incentives  for  cost  reduction  such  as 
those  being  experimented  within  the  Medicaid  and  Medicare  Program 
could  be  put  into  effect.  For  example,  if  IHS  were  to  contract  with 
the  hospital  here  in  Nome  on  a  per  diem  rate  of  $200  per  day  the 
payment  could  be  adjusted  at  year-end  based  on  cost  data,  such 
as  in  the  Medicare  program.  Were  the  hospital  to  have  operated  at 
$180  per  day,  60%  of  the  savings  could  be  retained  by  the  hospital 
to  go  into  pooled  reserves,  training,  equipment  or  other  areas  of  need 
which  always  seem  to  exist.  A  similar  disincentive  could  be  structured 
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for  failure  to  stay  within  the  $200  rate  unless  the  audit  shows  that 
unforeseen  circumstances  necessitated  the  increase. 

6.  For  many  years  this  region  has  had  serious  concerns  regarding 
the  Office  of  Environmental  Health.  This  branch  of  the  Alaska  Area 
has  its  own  budget,  its  own  building,  and  remains  seemingly  totally 
outside  the  control  of  the  area  director,  as  well  as  the  Alaska  Native 
Health  Board.  Hence,  at  the  area  and  service  unit  level,  environ- 
mental health  services  are  not  integrated  with  other  health  services. 
In  its  conduct  of  the  151  construction  program  for  water  and  sewer 
projects,  this  office  has  consistently  failed  to  keep  villagers  informed. 
Further,  the  statewide  advisory  board  required  under  the  151  law  is 
seemingly  handpicked  without  regard  to  representation  from  and  by 
each  region. 

7.  The  same  concerns  have  been  expressed  by  consumers  of  this 
region  with  regard  to  dental  services.  There  continues  to  be  little 
meaningful  input  into  this  particular  program  by  the  Alaska  Native. 
Consumers  are  consulted  but  seemingly  have  little  effect  on  program 
direction. 

8.  The  attached  statistics  demonstrate  the  devastating  effects  upon 
morbidity  and  mortality  that  alcoholism  is  having  upon  this  region. 
I  would  suspect  the  same  to  be  true  throughout  the  State.  However, 
the  statewide  effort  in  mental  health  and  alcoholism  being  made  by 
the  Indian  Health  Service  in  no  way  relates  to  the  priority  that  should 
be  given  based  on  these  statistics.  This,  in  part,  stems  from  a  long- 
standing feud  with  the  State  of  Alaska  over  who  has  responsibility 
for  this  area  of  service.  I  would  submit  that  it  is  a  shared  responsibility 
presently  receiving  an  inadequate  effort  by  the  Indian  Health  Service. 
The  recent  policy  statement  issued  by  the  Alaska  Area  with  regard 
to  alcoholism,  I  believe,  bears  witness  to  this  continuing  deficiency. 

9.  Improved  health  services  resulting  in  increased  life  expectancy 
and  the  explosive  cultural  change  including  conversion  to  a  cash 
economy,  have  created  an  urgent  need  to  develop  long-term  care 
services  to  Alaska  Natives.  Presently,  the  Indian  health  Service  is 
assuming  no  responsibility  for  provision  of  this  care.  Rather,  elderly 
IHS  beneficiaries  must  look  to  the  Medicaid  and  Medicare  Program 
for  this  service.  The  six  long  term  care  beds  at  the  MMM  Hospital 
here  in  Nome  are  the  only  such  beds  in  Alaska's  bush.  Repeatedly, 
elderly  Native  patients  are  forced  to  go  to  Anchorage  to  receive  this 
care.  Since  they  are  least  able  to  cope  with  this  new  environment, 
patients  often  deteriorate  prematurely. 

In  our  proposal  for  a  new  hospital  facility,  we  had  included  six 
new  long-term  care  beds.  The  projected  per  diem  rate  was  in  excess 
of  $300  per  day  because  of  the  small  number  of  beds  and  dependence 
upon  loan  funds.  This  aspect  of  the  proposed  program  was  rejected 
by  Region  X  because  of  the  excessive  per  diem.  The  present  statewide 
ceiling  on  long-term  care  reimbursement  in  $67  per  day.  Although 
inclusion  of  long-term  care  beds  in  a  hospital  means  high  overhead 
for  those  beds,  construction  of  a  small  nursing  home  as  a  separate 
facility  would  require  duplication  of  many  facilities,  waste  expensive 
energy,  and  demand  additional  skilled  nursing  personnel  which  is 
already  difficult  to  recruit. 

Each  region  in  Alaska  is  urgently  in  need  of  local  long-term  care 
beds.  IHS  supplement  of  Medicaid  and  Medicare  reimbursement 
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might  have  made  our  proposal  feasible.  However,  the  provision  of 
II1S  is  that  long-term  care  services  are  outside  their  mandate. 
I  would  urge  that  this  no  longer  be  the  ease. 

10.  Specialty  services  in  the  bush  are  presently  inadequate.  The 
full  range  of  specialties  is  provided,  but  the  specialists  do  not  stay  long 
enough,  seeing,  in  some  cases,  over  100  patients  in  two  days.  Further, 
they  have  little  time  to  review  cases  with  general  medical  staff  or  to 
participate  in  medical  staff  committee  meetings  for  chart  review,  in- 
service  education.  This  is  needed  to  improve  services. 

Thank  you  again  for  the  opportunity  to  speak  before  you. 

Rate  of  Suicide  Under  the  Influence  of  Alcohol  per  100,000 

Population 


270 


144 


$4  . 


62 


67 


72 


75 
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Hospitalization  Admissions  for  MMM  in  Nome 


760 


291 


86 


►  Identified  Alcohol 
Problem 

*  Admission  due  directly 
to  Alcohol 


Cause  of  Death  Taken  From  the  Death  Certificates  of  the  Years 
1971-1975.  Total  of  174  Deaths 


All  Deaths  Deaths  from     Suicides  Homicides 

Natural  Alcohol  heart  &  Lung 

Deaths  Related  (over  60) 
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'lust  as  Oklahoma  and  California  provide  unique  opportunities  to 
study  varying  relationships  and  the  possibility  of  innovation,  Alaska 
possesses  attributes  so  unique  that  important  principles  may  be 
tested  there.  The  unique  characteristics  in  Alaska  include  dramatic 
cultural  flux,  enormous  isolation  and  distances,  difficult  communica- 
tion, and  an  entire  deliver}^  system  thrust  upon  local  indigenous 
groups.  The  Health  Aide  is  the  central  health  deliverer  and  often  is 
forced  to  function  independently.  This  has  led  the  Task  Force  to 
the  conclusion  that  future  development  of  Health  Aides  is  mandatory 
and  that  they  should  be  licensed  as  health  practitioners  on  their  own 
and  separate^  from  physicians. 

The  communications  problem  led  to  an  experimental  program  using 
satellite  communication.  This  was  quite  successful  and  should  be 
re-instituted.  There  appears  to  be  no  suitable  alternative.  This  would 
permit  the  use  of  television  which  should  also  be  instituted. 

The  points  made  by  Mr.  Dann  regarding  the  accountability  func- 
tion of  Indian  Health  Service  should  be  implemented.  This  would 
seem  to  be  a  vital  function  as  groups  enter  programs  with  little  manage- 
ment experience,  and  as  Indian  Health  Service  assumes  alternative 
roles. 
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Part  Seven 
APPENDICES 
I  Transcript  Index 

The  following  abbreviations  are  used  in  the  index  to  transcripts  of  hearings 
held  by  the  Health  Task  Force: 

II  and  III  refer  to  volume  number  when  a  transcript  runs  to  more  than  one 
volume. 

Ab:  Aberdeen 

A:  Albuquerque 

B:  Billings 

N:  Navajo 

O:  Oklahoma  City 

P:  Phoenix 

Po:  Portland 
Aged  P  18;  Po  108. 

Alcohol:  A  89-100;  160;  168;  171—0  95-96;  100;  360;  365;  453— P  20— Po  142; 
194-99;  208. 

Alcohol  Research  O  43;  97. 
Ambulance:  B  52;  Ab  12. 

BCMC  (Bernalille  County  Medical  Center)  All  173;  AIII  16. 
Blue  Cross  Po:  227. 
BIA:  O  70. 

Catastrophic  Illness  Insurance:  Ab  17. 
Causes  of  Death:  N  16;  O  303. 
Census  Po  155. 
Chemawa  Po  123;  187;  191. 

CRH  (Community  Health  Representative):  Abll  165;  All  209;  O  178;  PII  5; 
PHI  28;  Po  142. 

CETA  (Comprehensive  Employment  and  Training  Act) :  PII  63. 
Consolidate  Tribal  Health  Unit  with  Service  Unit:  B  14. 
Consumer  Review:  P  22. 

Contract  Care:  Ab  11;  68— A  21;  156;  218— B  95—  N114— PII  10;  PII  14;  5— 
O  190;  275;  291. 

Cooperation  (BIA-IHS-HUD) :  A  85;  Po  72. 
Cost  Analvst:  P  64. 

Dental:  All  218;  N  29;  PII  32;  Po  74;  80. 
Diabetes:  0  63. 

Discrimination:  Employment:  O  6-16;  252— Health  Services  O  46;  140;  333-37. 

Drugs:  O  95-6;  110. 

Drug  Education:  O  86. 

Dual  Entitlement:  Abll  41. 

Education  of  Whites  about  Indians:  O  94;  104. 

EEO:  O  374. 

Eligibility:  A  21;  58— B  88;  94-5;  128— Po  94. 
Environmental  Health:  Ab  196;  Abll  155. 
Extended  Family:  O  137. 
Facility  Lack:  B  6-12;  N  17. 
Food  Stamps:  P  19. 

Health  Care  Improvement  Act:  PHI  51;  Po  160;  220. 

Guaranteed  Benefit  Package:  Ablll  91;  AIII  91. 

Health  Education:  AH  100;  B  84;  N  16;  O  90;  320;  P  53;  Po  171. 

HMO  (Health  Maintenance  Organization) :  Po  249. 

HSA:  AIII  126;  O  371;  PHI  55;  72;  74;  Po  243. 

Hill-Burton:  O  45. 

History  AIII:  54;  B  20. 

Hospital  Request:  B  39:  49:  74. 

Housing:  Abll  41;  A  26;  B  46;  81;  N  12;  PII  23;  Po  59;  171. 
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IHS  Staff  Housing:  Abll  41;  N  12;  O  104;  Po  70;  72. 
HUD  (Housing  and  Urban  Development):  AIII  82. 
Hypertension:  O  50;  Po  208. 
Indian  Definition:  O  185. 

Inadequate  Appropriations:  Ab  116;  135-7;  B  S8;  0  46;  65;  PHI  49;  Po  123; 
133;  135;  183. 
Indian  Employment:  Abll  196;  P  15. 
Indian  Nurses:  O  6-16;  25-9;  32;  378. 
Indian  Population:  O  301;  Po  170. 
Indian  Preference:  All  13;  O  250;  414;  P  7. 

JCAH  (Joing  Commission  on  Accreditation  of  Hospitals):  Ab  135;  B  23;  47; 
Po  36;  215. 

Johnson  O'Malley:  O  285-9. 
Macv  Industries:  Abll  217-9. 
Malpractice:  P  10. 

Medicare/Medicaid:  Ab  14;  O  79;  Po  32;  93. 
Medical  School:  N  26;  115. 
Medication:  O  264. 

Mental  Health:  A  11;  45;  60;  68;  O  40-1;  PII  14. 
National  Health  Insurance:  N  110. 

NIHB  (National  Indian  Health  Board):  O  279;  PII  71. 

NIAAA  (National  Institute  on  Alcoholism  and  Alcohol  Abuse):  B  54;  PII  16; 
Po  166. 

NIAAA  Transfer  to  IHS:  AH  70;  195;  AIII  82;  B  96;  O  210;  444. 

Native  American  Church:  O  360. 

Needs  Assessment:  AIII  89;  O  277;  P  16;  64;  Po  73. 

Nutrition:  Abll  105;  158;  All  112;  O  318;  P  18;  24;  46. 

Split  of  Area  Office:  O  243. 

Otitis  Media:  B  9;  Po  200;  208. 

Plague:  AIII  122. 

Publication  of  IHS  Policy:  Ab  14;  AIII  107. 
Rabies:  O  347. 
Recognition:  Po  29. 

Residual/Primary  Services  Source:  AH  108. 

RAM  (Resource" Allocation  Model):  B  32;  47;  O  172;  220. 

Responsibility:  Abll  86. 

Rest/Nursing  Homes:  Ab  8;  B  86;  N  117;  PII  64. 
Safety  and  Accidents:  PII  20-1. 

Sanitation  and  Sewer:  Abll  158;  All  39;  72;  B  46;  59;  O  274;  PII  20;  69. 
Scholarships;  Internships:  B  54;  97;  P  24;  Po  50. 

Self  Determination:  Ab  118;  131;  147;  Abll  159;  All  168;  AIII  55:  B  30;  44; 
N112;  P  10;  17;  63;  PHI  51 ;  Po  50;  53;  177. 
Service  Reciprocity:  Po  32. 

States—Relationships  and  Involvement:  AB  124;  AH  108;  AIII  128;  O  113; 
150;  P  118;  Po  20:  133;  158;  230. 

Super  Agency:  PII  23;  Po  73;  181 ;  185. 

Termination:  Po  7. 

Traditional  Medicine:  B  84. 

Transfer  Nebraska  to  Denver  Area:  Ab  238. 

Training:  All  150;  Po  166. 

Transportation:  All  175:  B  12;  O  291 ;  PII  66;  Po  142. 

Tribe  and  Its  Members:  O  177;  Po  235. 

Upward  Mobility:  All  141 ;  O  201 ;  375;  384-6;  Po  178. 

Urban:  All  13;  32;  54;  B  116;  O  137;  147;  301;  Po  128;  142;  163;  177. 

Water:  Abll  5;  113;  158;  All  72;  N  128;  129;  Po  63. 

Welfare:  Po  20. 

Women,  Infants  and  Children:  AIII  106;  P  20. 


II  Field  Data  Analysis 


COMMUNITY  HEALTH  REPRESENTATIVE 

The  Community  Health  Care  Representative  (CHR)  forms  the  core  of  the 
service  delivery  system  at  the  grass  roots  level.  Every  tribe  in  the  country  that 
receives  IHS  service  has  at  least  one  CHR  worker  and  many  have  ten  to  fifteen. 
The  services  they  perform  range  from  taking  blood  pressure  and  giving  urine 
tests,  to  outreach  efforts,  to  providing  transportation  to  patients.  They  are  also 
the  primary,  and  in  most  cases  the  only,  link  between  the  service  providers  and 
the  delivery  of  service.  Therefore,  it  is  very  important  that  the  strengths  and 
potentials  of  this  group  of  people  be  fully  understood  and  appreciated. 

In  order  to  get  a  better  understanding  of  the  role  played  by  CHRs,  the  Health 
Task  Force  conducted  a  survey  of  285  CHRs  from  across  the  country.  The  four 
succeeding  tables  indicate  the  training  and  education  levels  of  CHRs,  the  major 
tasks  they  perform,  and  the  need  they  feel  for  additional  training. 

The  tables  present  an  interesting  profile.  Ninety  percent  have  more  than 
eighth-grade  education,  and  58  percent  have  high  school  diplomas  and  college 
education.  Almost  40  percent  have  some  relevant  training  and  previous  experience 
in  the  health  care  field. 

In  terms  of  duties  performed,  58  percent  take  blood  pressure,  76  percent  give 
urine  tests,  78  percent  provide  emergency  care,  88  percent  provide  education  and 
instruction  to  the  people,  and  68  percent  fill  out  forms  for  doctors.  This  certainly 
reflects  a  great  deal  of  paramedical  service  being  provided  by  the  CHRs.  At  the 
same  time,  however,  they  feel  the  necessity  for  additional  training. 

Training  needs  identified  by  the  CHRs  themselves  are:  administration  of  drugs, 
74  percent ;  symptom  identification,  78  percent ;  emergency  medical  care,  70  percent ; 
crisis  intervention  (psychiatric),  65  percent;  lab  sample  testing,  54  percent;  mid- 
wifery, 67  percent;  communicable  disease  control  and  prevention,  68  percent. 

The  following  conclusions  can  be  drawn  from  the  survey: 

1.  The  majority  of  CHRs  have  a  basic  education,  and  sufficient  training  to  hold 
the  position  they  presently  have. 

2.  The  majority  of  them  perform  a  variety  of  paramedical  functions  and  assist 
in  the  delivery  of  direct  health  care  to  the  people. 

3.  The  majority  of  them  recognize  the  need  for  additional  training  to  become 
more  effective  providers  of  direct  health  care  to  the  people. 


TABLE  1.— EDUCATIONAL  LEVEL  OF  CHR's 


Number 

Percentage 

Educational  level: 

Less  than  8  years  

28 

9.8 

8  to  12  years.  

92 

32.3 

High  school  diploma  

120 

42.1 

College   

42 

14.7 

No  response   

3 

1.1 

TABLE 

II.— TRAINING  AND  EXPERIENCE  OF  CHR's 

Number 

Percentage 

Type  of  training  or  experience: 

7 

2.5 

Medic   

6 

2.1 

Nurse,  LVN_.  

12 

4.2 

Nurse's  aide  

60 

21.1 

Folk  care  

26 

9.1 

Midwifery..  

2 

.7 

Other   

160 

56.1 

12 

4.2 
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TABLE  IN. — DUTIES  PREFORMED  BY  CHR's 


Yes  No 

Duties  performed 


Number 

Percentage 

Number 

Percentage 

No  response 

166 

58.2 

115 

40.4 

1.4 

218 

76.5 

63 

22.1 

1.4 

196 

68.8 

79 

27.7 

3.5 

224 

78.6 

51 

17.9 

3.5 

252 

88.4 

28 

9.8 

1.8 

188 

66.0 

85 

29.8 

4.2 

Take  blood  pressure  

Urine  test   

Fill  out  forms  for  doctor  

Provide  emergency  care  

Provide  education/instruction. 
Provide  followup...   


TABLE  IV.— NEED  FOR  ADDITIONAL  TRAINING  BY  CHR's 


Yes  No 


Type  of  training 

Number 

Percentage 

Number 

Percentage 

No  response 

Administration  of  drugs  and  medicines.. 

211 

74.0 

53 

18.6 

7.4 

Symptom  identification  .  .  ...  ... 

223 

78.2 

44 

15.4 

6.3 

Emergency  medical  care  .   ... 

198 

69.5 

67 

23.5 

7.0 

Crisis  intervention  (psychiatric)...  

187 

65.6 

79 

27.7 

6.7 

Lab  sample  testing   

155 

54.4 

108 

37.9 

7.7 

Midwifery..  ...........  

192 

67.4 

69 

24.2 

8.4 

Communicable  disease  control  and  pre- 

vention ...  . 

194 

68.1 

58 

20.4 

11.6 

Other  areas  

130 

45.6 

44 

15.4 

38.9 

Although  there  are  some  training  programs  conducted  by  the  IHS,  the  frequency 
of  need  for  training  indicates  on  the  one  hand  the  desire  of  CHRs  to  learn  more 
in  order  to  provide  better  health  care;  and,  on  the  other  hand,  the  insufficiency  of 
IHS  training  programs. 

The  major  issues  that  need  to  be  addressed  with  respect  to  the  CHR  program 
can  be  summarized  as  follows: 

1.  Role  of  the  CHR 

CHRs  currently  perform  numerous  functions,  ranging  from  direct  health  care 
to  transporting  people.  Their  time  is  spent  sometimes  in  performing  the  functions 
for  which  they  are  most  suited,  and  sometimes  in  doing  things  that  could  be  done 
by  much  less  qualified  people.  They  also  run  into  several  conflicts  with  respect  to 
their  duties,  in  terms  of  time  spent  to  provide  health-care-related  services  and 
non-health-care-related  services.  It  is  important  that  their  role  be  clearly  and 
adequately  defined  and  proper  training  given  to  them  in  the  performance  of  that 
role. 

2.  Proper  training  for  CHRs 

The  preceding  discussion  clearly  shows  a  need  for  additional  training  for  CHRs. 
When  their  role  becomes  more  clearly  denned,  the  need  for  proper  and  adequate 
training  must  be  addressed. 

TRIBAL  COUNCILS  QUESTIONNAIRE 

To  obtain  information  on  the  quality  of  health  care  and  facilities,  the  Task 
Force  surveyed  Tribal  Councils  in  a  random  stratified  sample  of  32  tribes.  The 
selection  process  included  both  small  and  large  tribal  groups.  Of  the  32  survey 
instruments  originally  distributed,  the  Task  Force  received  21  responses.  All  re- 
spondent councils  were  from  federally-recognized  groups  residing  through  10 
states  in  6  IHS  federal  areas. 

Health  boards 

Of  the  21  groups,  only  one  indicated  they  did  not  have  a  health  board.  Of  the 
groups  representing  health  boards,  13  indicated  the  health  boards  participated  in 
IHS  policy  development,  and  15  participated  in  program  development.  Training 
is  provided  by  IHS  to  the  health  boards,  but  only  9  Tribal  Councils  indicated  their 
health  boards  had  received  it.  Between  17  and  20  of  the  respondent  groups  stated 
that  further  training  in  management,  contracting,  budgeting  and  proposal  de- 
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velopment  was  needed.  Half  of  the  respondents  stated  the  training  given  was  not 
relevant.  About  40  percent  of  the  respondents  felt  the  health  boards  did  not  have 
adequate  authority  upon  which  they  could  properly  function.  Half  stated  that  they 
held  regular  meetings.  The  following  chart  shows  the  health  care  facilities  available 
to  the  tribe. 


Facilities  Yes  No 
Mental  health: 

Inpatient   13  7 

Outpatient     7  13 

Dental  care     i  21 

Mobile  clinics      7  14 

Preventive  care  program      17  4 

Environmental  services   [   14  4 

General  care     18  2 

Emergency  care   17  2 

Alcoholism  and  drug  abuse..  _   15  5 

1  In  16  tribes  this  was  limited  to  children  under  12. 

Note.— Approximately     of  these  facilities  were  open  for  40  hours  per  week  or  more. 

Water  and  sewer  systems 

Over  half  of  the  respondents  stated  there  was  evidence  that  their  water  systems 
were  contaminated.  Slightly  less  than  half  of  the  respondents  stated  their  water 
supply  was  poor.  18  indicated  water  was  still  being  hauled  on  their  reservations 
from  a  lake  or  stream.  All  of  the  respondents  indicated  individual  septic  tanks 
are  the  predominant  waste  disposal  system.  11  did  have  some  type  of  a  community 
water  system.  7  indicated  that  open  drainage  of  untreated  sewage  is  a  problem. 
This  kind  of  data  shows  that  a  coordinator  system  for  water  and  sewers  in  most 
Indian  communities  does  not  exist.  Generally,  a  variety  of  systems  are  available, 
but  it  is  difficult  to  ascertain  the  reliability  or  quality  of  the  facilities. 

Satisfactory  Poor 

Water  supply: 

Pressurized  individual                                                                                      8  8 

Non-pressurized  individual                                                                                   4  2 

Community  system                                                                                            11  8 

Surface  system                                                                                              11  8 

Yes  No 


Waste  disposal  system: 

Community  sewer        11  8 

Community  septic  tank..     7  9 

Individual  septic  tank   21   

Cesspool      7  9 

Open  drainage  of  untreated  sewage..   9  7 


Housing 

20  respondents  stated  there  is  a  special  Indian  housing  project  in  their  com- 
munities. These  projects  were  an  average  of  7  years  old.  The  age  range  was  from 
recently  started  to  13  years.  The  total  number  of  homes  that  had  been  built 
within  the  last  five  years  was  2,741.  Most  of  them  were  individual  units.  The 
range  per  tribe  of  the  number  that  were  constructed  was  from  none  to  approxi- 
mately 1200.  The  average  number  of  homes  built  per  year  was  548. 

The  average  length  of  time  it  took  IHS  to  complete  its  responsibility  for  pro- 
viding water  for  the  housing  projects  after  they  were  finished  was  11  months.  Two 
tribes  indicated  that  the  water  system  had  been  completed  before  the  houses  were. 
The  range  for  completion  was  from  before  the  houses  were  finished  to  three  and 
one-half  years.  Responsibility  for  maintenance  of  the  sewer  and  water  systems 
varied.  The  following  table  demonstrates  this: 
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Number  of 
responses 


Responsible  entity: 

Tribal  housing  authority   6 

IHS   5 

Individual   8 

Tribe   3 

Responsibility  for  housing  maintenance  is  equally  varied: 

Housing  authority   10 

Tribal  council   6 

Individual  maintenance  person   3 

Fix  it  yourself...   4 

Agency  responsible   2 


Yes  No 


Opinions  on  housing  construction: 

Well  constructed.   10  11 

Easy  to  heat  and  cool    12  9 

Spacious    13  8 

Appliances  good  quality.     14  7 

Trash  removal   8  13 

Street  maintenance   2  19 

Drainage  maintenance   4  17 


On  the  basis  of  the  questionnaires,  environmental  services  were  found  to  be 
poor.  Access  to  trash  removal  was  not  satisfactory  because  only  8  out  of  23. 
reservations  received  this  type  of  service.  Just  two  reservations  had  access  to 
street  maintenance,  and  over  four  reservations  received  drainage  services. 
Responsibilities  for  water  and  sewer  maintenance  were  dispersed.  Only  50%  of 
the  councils  indicated  they  had  tribal  housing  authorities  with  the  responsibility 
for  providing  housing  maintenance,  and  50%  of  the  respondents  indicated  that 
their  efforts  to  secure  housing  maintenance  service  usually  did  not  get  results. 

The  Task  Force  asked  the  Tribal  Councils  how  many  CHR  slots  the  tribe 
currently  had  under  contract.  The  total  number  was  167.  The  range  was  from 
one  CHR  for  one  group  to  49  slots.  The  Task  Force  also  asked  how  many  slots  the 
councils  need,  and  they  indicated  a  total  number  of  95  more.  On  the  average, 
the  tribes  need  approximately  33%  more  CHR  manpower  per  tribe. 


INDIVIDUAL  HOUSEHOLD 


To  obtain  Indian  opinions  about  their  health  care  delivery  system,  the  Task 
Force  conducted  a  survey  based  on  a  random  stratified  sample  of  500  households 
from  22  Indian  tribes.  Determination  of  the  number  of  households  to  be  surveyed 
was  based  upon  1970  Bureau  of  Census  population  statistics  from  each  tribe.  The 
random  selection  process  included  both  small  and  large  tribal  groups.  Those 
groups  selected  with  a  population  of  500  or  less  had  ten  households  surveyed. 
With  the  approval  of  each  tribal  council,  in  most  instances  their  Community 
Health  Representatives  administered  the  Task  Force  survey  instrument.  Of  the 
500  instruments  originally  distributed,  the  Task  Force  received  292  responses, 
of  which  225  were  from  federally-recognized  tribes,  10  from  non-federally  recog- 
nized tribes,  35  from  state  reservations,  7  from  urban  areas,  and  15  did  not  dis- 
close their  affiliation.  Of  the  people  surveyed,  168  were  residing  on  the  reservation, 
90  were  off -reservation  rural,  26  off -reservation  urban,  and  8  indicated  "other." 

On  the  basis  of  this  survey,  the  Task  Force  has  reached  certain  conclusions 
about  Indian  opinions  of  their  health  care  delivery  system. 


OCCUPATION  OF  RESPONDENT 


Number  Percent 


Category: 

Administration   45  15.4 

Professional   _    14  4.8 

Trades.   47  16.1 

Clerical   29  9.9 

Services   8  2.7 

Full-time  housewife   64  21.9 

Other   80  27. 4 
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EMPLOYMENT  STATUS 


Number 

Percent 

Category: 

Unemployed  less  than  1  year  

35 

12.0 

Unemployed  1  to  2  years.  

17 

5.8 

Unemployed  over  2  years  

64 

21.9 

169 

57.9 

AGE  OF  RESPONDENT 

Number 

Percent 

Category: 

18  to  2*  years  

40 

13.7 

25  to  34  years    

S4 

32.2 

35  to  44  years...   

68 

23.2 

45  to  54  years..  

38 

13.0 

55  to  64  years. .  

20 

6.8 

65  and  over     

  31 

10.6 

SEX  OF  RESPONDENT 

Number 

Percent 

Category: 

Male....  

129 

44.2 

Female  

162 

55.2 

Unemployment 

At  the  time  of  the  survej',  89  percent  of  the  respondents  were  potential  wage 
earners,  yet  a  startling  40.7  percent  indicated  they  were  unemployed.  Of  that 
figure,  21.9  percent  had  been  unemployed  for  over  two  years.  If  20  percent  of  the 
unemployed  are  full  time  housewives  choosing  not  to  earn  wages,  the  overall 
unemployment  rate  is  still  approximately  32.6  percent.  This  figure  is  4.3  times 
higher  than  the  national  rate  of  7.5  percent  (as  of  June  1976). 

High  unemployment  directly  results  in  low  economic  status  and  poverty.  A 
level  of  health  comparable  to  the  US  general  population  is  more  difficult  to  attain 
for  Indians  when  they  are  hindered  by  the  lack  of  gainful  employment  and 
sufficient  health-giving  resources. 

Indian  participation 

Indian  participation  in  their  health  care  delivery  system  is  a  critically  needed 
ingredient  for  the  improvement  of  their  health  status.  The  Indian  Health  Board 
mechanism  was  created  because  tribal  leaders  and  IHS  officials  recognized  this 
need  for  maximum  participation.  Yet  the  Task  Force  survey  results  show  that  20 
percent  of  the  communities  do  not  have  health  boards.  Only  10  percent  of  the 
respondents  indicated  that  they  regularly  attend  health  board  meetings.  This  can 
be  partially  explained  by  the  fact  that  64  percent  of  the  people  felt  their  opinions 
and  viewpoints  were  not  considered  by  their  health  board  representative. 

Health  Insurance 

Over  half,  53.1  percent,  of  the  respondents  indicated  they  had  no  health  in- 
surance. Only  5  percent  carried  private  policies  and  32.2  percent  were  covered  by 
government,  union,  or  their  employer. 

Pre  and  Post  Natal  Care 

For  prenatal  care,  70  percent  of  the  respondents  indicated  they  saw  a  doctor 
prior  to  delivery.  However,  30.1  percent  were  seen  less  than  the  standard  mini- 
mum requirement  of  6  times.  11.6  percent  do  not  have  access  to  well-baby  care, 
yet  when  they  do  only  50  percent  make  use  of  it.  Presumably,  this  is  because  of 
no  transportation,  and  inadequate  knowledge  of  the  available  services. 

Access  to  services 

When  asked  if  they  were  refused  service  from  an  IHS  hospital,  26.7  percent  of 
248  respondents  marked  yes.  From  a  portable  clinic,  9.2  percent  were  denied, 
while  8.6  percent  were  denied  services  from  an  urban  clinic,  and  10.6  percent  of 
255  respondents  had  been  refused  at  a  dental  clinic.  On  the  average,  approximately 
13.7  percent  of  elegible  respondents  seeking  health  care  from  IHS  facilities  were 
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refused  at  Least  once.  81.8  percent  of  the  people  indicated  there  is  alternative  non- 
Indian  health  service  close  to  their  residence;  however,  25.7  percent  marked  they 
do  not  make  use  of  them.  The  refusal  of  care  from  "Indian"  facilities,  and  the 
reluctance  to  use  "non-Indian"  facilities  leaves  the  people  with  little  recourse. 
Discrimination  is  implicit  and  can  be  further  substantiated  by  Task  Force  data 
collected  from  its  Indian  Health  Board  survey.  85  percent  of  those  respondents 
stated  they  felt  discrimination  existed  in  their  areas  against  Indians,  and  95  per- 
cent felt  their  respective  state,  county  and  local  officials  did  not  have  sufficient 
knowledge  of  dual  entitlement. 

The  Community  Health  Representative  program  is  the  basis  upon  which  most 
outreach  services  arc  provided  to  Indians,  yet  the  Task  Force  survey  indicates 
that  32.9  percent  of  the  respondents  do  not  have  access  to  CHR  services,  and 
20.5  percent  indicated  they  were  not  knowledgeable  of  the  program.  In  contrast, 
NO  percent  state  they  were  aware  of  their  Public  Health  nurses,  78.8  percent  were 
aware  of  their  Environmental  Health  Specialist  (possibly  a  CHR)  and  02.7  per- 
cent had  access  to  a  nutritionist.  57.5  percent  of  the  respondents  stated  that  they 
used  the  workers  when  needed,  and  that  76.4  percent  of  them  made  home  visits. 
Ambulance  service  is  available  in  54.8  percent  of  the  respondents'  communities. 

On  the  average,  55  percent  of  the  respondents  felt  their  services  are  adequate 
(sanitary,  well-maintained) ;  15.7  percent  felt  they  are  inadequate  (too  crowded 
and  badly  maintained);  and  39.3  percent  did  not  answer  the  questions. 

HEALTH  EDUCATION  RESPONSES 


Availability  Patterns  of  use 


 Un-   

Number            Percent  aware       Number  Percent 

    (per  

Type  of  instruction                     Yes        No       Yes        No  cent)       Yes        No       Yes  No 


Pre- and  postnatal  care   212  38  72.6  13.0  14.0  70  176  24.0  28.5 

Nutrition.    208  48  71.2  16.4  12.3  0  292    100.0 

Firstaid...    174  79  59.6  27.1  13.4  85  162  29.1  55.5 

Home  care   143  103  49.0  35.3  15.0  70  176  24.0  60.3 

Midwifery...    71  162  24.3  55.5  20.0  59  184  20.2  63.0 

Family  Dlanning    203  53  69.5  18.2  12.3  32  210  11.0  71.9 

Child  growth    181  64  62.0  21.9  16.1  99  150  33.9  51.4 

Hygiene  sanitation    170  72  58.2  24.7  17.0  92  155  31.5  53.1 

Accident  prevention   148  96  50.7  32.9  16.4  84  163  28.8  55.8 

Drug  abuse   163  84  55.8  28.8  15.4  89  162  30.5  55.5 

Dental  care   186  62  63.7  21.2  15.1  79  169  27.1  57.1 
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III.  Health  Care  for  the  Alaska  Native  Peoplp: 


This  illustration  shows  the  map  of  Alaska  superimposed  on  the  map  of  the 
"Lower  48."  The  maps  are  on  the  same  scale,  with  Alaska  one-fifth  the  size  of 
these  other  states  collectively.  By  looking  at  this  comparison  one  can  better 
understand  the  distance  covered  when  the  fact  is  stated  that  patients  from  Atka 
on  one  of  the  westernmost  islands  in  Alaska  have  to  travel  1,500  miles  to  Anchorage 
for  their  hospital  care.  This  is  as  far  as  it  is  from  the  middle  of  Arizona  on  the 
Mexican  border  to  the  middle  of  Missouri. 

Note. — Names  of  Alaska  places  are  underlined. 
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1950        1952        1954        1956       1958       1960       1962       1964       1966        1968  1970 

Year 

Source:  Office  ofSystems  Development,  Alaska  Area  Native  Health  Service,  State  of  Alaska,  Depart 
ment  cl  Health  and  Social  Services,  Bureau  of  Vital  Statistics. 


ALASKA  NATIVE  BIRTH  RATES 
WITH  COMPARISON  TO  UNITED  STATES  (ALL  RACES) 
1950  -  1970 


1950        1952        1S54        1956        1958        1960        1962        1964        1966        1968  1970 

Year 

Source:  Office  of  Systems  Development,  Alaska  Area  Native  Health  Service,  State  of  Alaska,  Depart- 
ment of  Health  and  Social  Services,  Bureau  of  Vital  Statistics. 
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ALASKA  NATIVE  BIRTH  RATE 
BY  ORDER  OF  BIRTH 
1960  -  1970 


0  _j  ]  j  j  j  "J  1  1  7]  1  J  1  1 

1960     1961     1962     1963     1964     1965     1966     1967     1968     1969     1970     1971  1972 

Year 
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Source:  Office  of  Systems  Development,  Alaska  Area  Native  Health  Service,  State  of  Alaska,  Depart 
ment  of  Health  and  Social  Services,  Bureau  of  Vital  Statistics. 
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Medical  Summary 


Name 

H.S.  Nos.:  1-  2-  3 
Sex:  Female 

Date  of  Birth:  12/01/1965 
Maiden  Name 
Measurements 

Date: 

12/19/71 

11/26/71 

11/19/71 

11/17/71 

10  05/72 
Active  Problems: 

002  01/21/71  097  Sells 
005  05/02/70  097  Sells 
010  07/07/71  015  Sells 

003  01/21/71  097  Sells 
Inactive  Problems: 

004  06/15/70  097  Sells 
009  07/07/71  015  Sells 
008  12/01/69  097  Sells 

Active — Medications : 

12/19/71  Penicillin  Phen- 

oxymethyl 
12/19/71  Phenobarbital 
11/17/71  Pen  G.  Procaine 

Aqueous 
11/17/71  Phenodeplo- 

drine 

11/17/71  Phenyleno- 
panol/di- 
phenyor 

11/17/71  Acetaminophen 
Outpatient — Encounters 

12/19/71  Sells 

11/26/71  Sells 

11/19/71  Sells 

11/17/71  Sells 

10/05/71  Sells 


(01/06/72) 


Coccidioidomycosis,  Pulmonary 
Otitis  Media  Recurrent 
Pneumonia  with  Secondary  Diarrhea 
Febrile  Convulsions 

Chickenpox 

Pediculosis  Capitis 

Brachial  Plexus  Injury,  Resolved 


5  soln  4  cmu/sml 

5  ol  20  mg/sml 
1  inj  tub  .6  mu/ml 

5  syr  30  mg/sml 

5  el  10/6  .25/5  ml 

Drops  60  mg/.6  ml 
Uri 


3  Times/Day  050 

3  Times/Day  120 
1  Time 

4  Times/Day  120 
4  Times/Day  120 

4  Times/Day  015 


Otitis  Media, 
Unspecified 
Uri 
Uri 

Suspect  Strep  Throat 
Bronchitis 
Inpatient — Encounters : 

07/06/71  Sells       Secondary  Diarrhea 


Coccidioiosneosis,  Old 
01/21/71  Sells       Primary  Coccineomicosis,  Pulmonary  Probable 

Pneumonia,  Bacterial 
11/13/70  Sells       Gastroenteritis,  Mild 
Otitis  Media  A.D. 


Field — Encounters : 

12/09/71  Not  Found 
12/12/71  None 
09/01/71 

Scheduled — Encounters : 


PMW  Suspect 
PHN 


Other  Serv 
Conv  Disorder 
Immunizations 


12/20/71  Sells 

Immunizations: 
DPT 
DPT 

Sabin  Tri  B 
Sabin  Tri  3 
Sabin  Tri 


MD  Check  Flyer — Seizures 

04/07/70 
05/09/70 
07/19/71 
01/21/71 
01/07/70 
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Skin  Tests  i 

PPD  01/21/71  N 

COCCI       01/21/71  P  15 
Surveilance  Status: 

Last 

Measles 
Rubella 

PPD  01/21/71 
ECT  07/06/71 
U/A  07/06/71 
Hearing 

INTRODUCTION 

The  health  status  of  the  Alaska  Native  people  is  affected  by  many  different 
types  of  health  problems.  Nonmedical  conditions  such  as  environmental  inade- 
quacies and  economic  deficiencies  have  great  impact  upon  the  total  health  picture 
and  contribute  to  certain  illnesses. 

In  order  that  there  may  be  better  understanding  about  the  specific  situation, 
a  summary  of  the  history,  from  a  health  standpoint,  of  the  Alaska  Native  people 
and  the  growth  of  the  health  delivery  system  developed  for  this  population  group 
is  described.  Diseases  which  can  be  cured  or  controlled  through  radical  inter- 
vention have  been  reduced  in  frequency,  and  mortality  rates  through  planned 
programs  have  shown  remarkable  progress.  However,  those  illnesses  which  are 
constant  problems  because  of  adverse  environmental  factors  or  because  of  residual 
damage  from  epidemics  and  illnesses  of  the  past  still  exist  as  great  disparities  in 
the  native  population.  These  disparities  must  be  corrected.  Graphs  are  included 
which  compare  incidence  and  death  rates  with  other  population  groups. 

In  their  push  for  self  determination,  the  Alaska  Natives  have  approved  in 
concept  a  position  paper  called  the  Alaska  Native  Health  Care  Policy  Statement 
which  outlines  steps  necessary  over  a  ten  year  period  for  them  at  the  end  of  that 
time  to  be  fully  controlling  and  managing  their  own  health  and  allied  services 
delivery  system.  The  monitoring  of  this  action  could  serve  as  a  test  of  the  sincerity 
of  the  U.S.  government  and  the  intent  of  the  U.S.  Congress  in  the  passage  of  the 
Indian  Self  Determination  Act,  Public  Law  93-638,  on  January  4,  1975. 

The  elaboration  here  on  this  particular  population  group  has  a  bearing  on  the 
American  Indian  people  as  a  whole.  There  is  a  similarity  in  the  history  of  tragic 
disease  epidemics  and  the  upheavals  in  family  and  community  systems.  Also,  the 
similarity  exists  in  adverse  economic  and  environmental  conditions  which  lead  to 
the  same  health  problems.  The  deficiencies  in  the  funding  appropriated  each  year 
by  the  U.S.  Congress  to  implement  the  health  care  delivery  system  for  American 
Indians  and  Alaska  Natives  leaves  similar  lists  of  unmet  needs.  The  recommenda- 
tions which  are  made  at  the  conclusion  are  similar  or  the  same  as  those  which  would 
pertain  to  Indians  or  for  Indians  collectively. 


Due 

12/01/70 
12/01/71 
01/21/72 
01/06/72 
07/06/72 
12/01/71 


POPULATION  ETHNIC  VARIATIONS 

In  this  year  of  the  bicentennial,  the  approximate^  sixty  thousand  Alaska 
Native  people  are  comparatively  early  in  their  contact  with  the  outside  world. 
While  the  rest  of  the  nation  looks  back  two  hundred  years  to  the  birthday  of 
their  country,  the  Alaska  Natives,  particularly  the  Aleuts,  look  back  two  hundred 
j^ears  ago  when  their  people  were  being  subjected  to  the  harsh  and  cruel  onslaught 
of  Russian  discovery  and  exploration.  Thousands  of  Aleuts  were  dying  from 
outright  murder,  enforced  salvery,  and  the  introduction  of  infectious  diseases 
for  which  they  had  not  acquired  an  immunity,  and  new  forms  of  illnesses  for  which 
they  had  not  developed  a  resistance. 

The  Aleuts  live  on  the  Aleutian  and  Pribliof  Islands  and  lower  Alaska  Peninsula 
which  project  southwestward  from  the  main  body  of  Alaska  towards  Asia: 
Numbering  around  twenty  thousand  at  the  time  of  their  first  contact  with 
Europeans,  their  population  now  numbers  barely  five  thousand. 

Thlingets,  Haidas  and  Tsimshians  live  in  the  southeast  corner  of  Alaska  in 
what  is  known  as  the  "panhandle."  Although  they  share  the  same  geographical 
territory,  these  groups  are  three  distinct  and  unique  Indian  tribes.  Conflict  and 
battles  with  the  Russian  explorers  form  a  part  of  the  history  of  these  Indians,  too. 

Along  the  western  portion  of  the  main  body  of  Alaska  live  the  Yupik  Eskimoe-, 
generally  along  the  large  river  deltas.  And  throughout  the  Arctic  Region  live  the 
Inupiat  Eskimoes,  while  in  the  vast  interior  portion  of  Alaska  live  the  Athabascan 
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Indians  whose  language  is  very  similar  to  that  of  the  Navajo  Indians  in  Arizona. 
Natives  of  mixed  cultural  heredity  live  in  the  neighboring  areas  of  those  men- 
tioned, and  in  the  urbanized  cities  and  towns. 

Most  Alaska  Natives  live  in  very  small  villages  which  are  widely  scattered 
over  vast  geographic  distances.  The  harsh  and  hazardous  environment  in  which 
many  of  them  live  is  a  major  contributing  factor  to  the  disparity  in  their  health 
status  as  compared  with  the  rest  of  the  nation's  population.  Some  of  these  health 
problems  stem  from  non-medical  factors  which  impact  upon  health,  such  as  geo- 
graphical isolation,  poverty,  deteriorated  and  overcrowded  housing,  malnutrition, 
lack  of  water  and  sewer  programs  and  lack  of  solid  waste  disposal  systems.  Each 
of  these  factors  has  caused  specific  health  problems.  The  Alaska  Native  people 
have  suffered  epidemics  of  tuberculosis,  pneumonia,  influenza  and  otitis  media 
that  are  unparalleled  in  any  other  population.  For  some  who  survived,  the 
resulting  disabilities,  family  and  community  disruptions  and  unresolved  grief 
over  lost  loved  ones  have  contributed  to  emotional  and  mental  health  problems 
evidenced  by  the  high  rate  of  alcoholism  and  suicides. 

ECONOMIC  STATUS 

Income 

When  compared  to  the  standard  of  living  in  the  average  American  society,  the 
majority  of  Alaska  Natives  live  in  absolute  poverty.  In  almost  all  native  villages, 
there  is  no  industr}r.  In  some  areas,  the  resources  provide  employment  which  is 
only  seasonal.  The  native  corporations  created  under  the  Alaska  Native  Claims 
Settlement  Act  have  made  some  initial  investments,  but  it  will  be  several  years 
before  they  will  realize  profits  so  that  they  might  distribute  dividends.  From  five 
years  of  individual  payments  under  this  Act,  each  native  person  has  gained  hardly 
enough  in  total  to  pay  one  month's  rent! 

Education 

The  level  of  education  of  Alaska  Natives  is,  on  the  average,  that  of  eighth  grade. 
The  fact  that  most  high  school  students  have  in  the  past  been  sent  away  from 
home  to  statewide  dormitory  type  boarding  schools  or  to  regional  secondary 
schools  where  they  were  cared  for  in  private  foster  care  (non-native)  homes  has 
been  the  biggest  deterrent  for  continuing  education  into  or  beyond  high  school. 
Parents  are  reluctant  to  have  their  children  leave  home  for  the  nine-month  school 
term,  and  loneliness  and  difficulty  of  adjusting  to  dormitory  life  or  alien  foster 
parents  cause  many  native  students  to  "drop  out."  College  means  even  more  time 
away  from  home  for  the  student.  College  also  means  financial  hardships,  even 
with  scholarships,  which  consistently  fail  to  cover  all  expenses. 

Housing 

Most  native  villages  are  characterized  by  very  old  and  deteriorated  housing. 
Overcrowding  is  the  rule  rather  than  the  exception,  with  five  persons  per  room 
the  average  occupancy  of  the  homes.  The  situaton  leads  to  epidemic  proportions 
of  respiratory  diseases.  A  few  villages  have  very  recently  acquired  new  housing, 
but  most  new  housing  is  not  suitable  to  the  climate.  To  add  to  the  problem,  water 
and  sewer  systems  do  not  always  get  installed  while  the  houses  are  in  the  building 
stages  and  many  failures  in  these  systems  constantly  occur  once  they  are  installed. 

Sanitation 

Solid  waste  disposal,  specifically  in  the  vast  sub-arctic  regions  where  perma- 
frost is  constant,  is  an  on-going  problem.  There  have  not  been  any  engineering 
solutions,  even  as  a  spinoff  from  the  Alaska  Pipeline  project,  to  solve  the  question 
of  what  to  do  with  solid  waste.  It  continues  to  build  up  in  an  enormous  pile  at  the 
edge  of  the  villages  where  dogs,  rats,  flies  and  mosquitoes  carry  germs  from  the 
pile  into  the  homes.  When  flooding  conditions  occur  the  problem  is  compounded 
as  the  waters  wash  the  pile  up  into  the  village  yards  and  paths. 

HISTORY  OF  THE  ALASKA  NATIVE  HEALTH  PROGRAM 

U.S.  Revenue  Marine  Service 

While  under  Russian  occupation,  the  Alaska  Natives  within  the  main  settle- 
ments received  doctors'  services  if  the  health  of  Russians  was  endangered  through 
spread  of  the  particular  illness,  or  if  hunting  abilities  of  the  Natives  were  subject 
to  impairment.  About  a  decade  after  the  purchase  of  Alaska  by  the  United  States, 
ihealtn  care  was  administered  to  Alaska  Natives  by  physicians  who  were  assigned 
ts  -hips  of  the  U.S.  Revenue  Marine  Service,  which  later  became  the  Coast  Guard. 


223 


These  cutters,  as  the  ships  were  called,  patrolled  the  Aleutian  Islands  and  north 
along  the  Bering  Sea  coast  to  control  the  whaling  fleets  which  were  by  then  operate 
ing  in  abundance  in  those  waters.  They  also  served  as  customs  agents  and  as  a 
floating  government  to  the  villages  in  that  area.  Medical  care  to  native  communi- 
ties was  only  of  minor  rank  in  their  priorities  of  services.  Their  stopovers  at  village 
sites  were  not  planned  and  were  very  infrequent.  In  the  last  decade  of  the  last 
century,  missionary  groups  maintained  schools  and  orphanages,  with  added  small 
medical  clinics,  in  some  rural  areas. 

Bureau  of  Education  of  the  Department  of  the  Interior 

When  the  U.S.A.  purchased  Alaska  from  Russia,  one  of  the  conditions  stated  in 
the  Treaty  with  Russia  was  that  "America  would  provide  for  the  native  people  of 
Alaska  in  the  same  manner  as  it  did  for  Indians  elsewhere  in  the  country."  But  it 
was  not  until  Dr.  Sheldon  Jackson,  a  presbyterian  minister  who  was  in  charge  of 
education  under  the  Bureau  of  Education  within  the  Department  of  the  Interior, 
realized  that  the  poor  health  status  of  the  natives  was  a  deterrent  to  their  educa- 
tion, that  additional  educational  funds  were  transferred  to  serve  health  needs.  The 
Bureau  of  Education  employed  several  physicians  and  nurses  and  opened  a  hos- 
pital for  natives  in  Juneau  in  the  early  part  of  this  century. 

Bureau  of  Indian  Affairs  of  the  Department  of  the  Interior 

In  1931  the  Bureau  of  Indian  Affairs  as  Alaska  Native  Service  (ANS)  took  over 
from  the  Bureau  of  Education  all  responsibilities  for  health  services  to  Alaska 
Natives.  By  that  time  hospitals  had  been  built  in  several  other  locations  including 
Mountain  Village,  Kotzebue  and  Unalaska.  The  Bureau  had  also  opened  several 
orphanages  to  care  for  all  the  children  whose  parents  perished  in  the  tragic  in- 
fluenza epidemic  of  1918.  In  1934  the  Bureau  of  Indian  Affairs  conducted  a  studjr 
of  all  native  deaths  from  tuberculosis  and  found  that  the  death  rate  from  tuber- 
culosis was  1,302/100,000  in  southeast  Alaska,  while  the  white  rate  was  56/100,000. 

Three  significant  occurences  impacted  changes  upon  the  health  care  services  to 
the  Alaska  Natives.  These  were: 

1.  World  War  II. — World  War  II  brought  many  changes  and  accelerated  growth 
to  Alaska.  During  Japanese  air  raid  attacks  at  Unalaska  and  Dutch  Harbor  on 
January  3  and  4,  1942,  among  other  installations,  the  hospital  at  Unalaska  suffered 
a  "near  miss"  by  a  bomb  which  landed  on  the  earth  at  one  end  of  the  hospital, 
collapsing  the  entire  end  wall  and  destroying  one  end  of  the  hospital.  The  last 
patient  was  just  being  carried  to  a  new  air  raid  shelter  dug  hastily  into  the  river 
bank  that  day — the  second  day  of  bombing.  The  practical  nurse  and  the  patient 
she  was  helping  to  shelter  were  showered  with  mud,  but  no  one  was  hurt.  The 
doctor,  nurses  and  other  hospital  personnel  were  evacuated  "stateside"  and  the 
village  people  were  evacuated  to  southeast  Alaska.  The  hospital  was  patched  and 
held  by  the  army  in  case  it  might  be  needed,  but  was  never  used  again.  It  is  prob- 
ably the  only  hospital  on  either  side  of  the  conflict  which  was  not  restored  at  the 
end  of  hostilities! 

2.  Attack  on  Tuberculosis. — After  the  war,  a  new  governor  sought  to  address  the 
conspicuous  health  needs  in  Alaska  and  appointed  a  first  fulltime  Commissioner 
of  Health.  This  energetic  man,  Dr.  C.  Earl  Albrecht,  formed  a  partnership  relation 
with  ANS  to  advance  an  attack  on  Alaska's  health  problems.  At  that  time  four 
thousand  untreated  active  cases  of  tuberculosis  were  found.  Three  ships  were 
equipped  as  floating  medical  clinics  with  appropriate  staffs  aboard.  These  vessels 
made  scheduled  trips  to  native  villages  along  the  coasts  of  the  state  and  up  and 
down  the  Yukon  River  to  reach  the  villages  in  the  interior.  In  1946  two  sanitoria 
were  put  into  operation — one  in  Seward  and  one  in  the  no  longer  used  Army  hospi- 
tal in  Skagway.  The  Skagway  facility  was  not  suitable  and  the  operations  were 
moved  to  an  unused  Navy  building  on  Alice  Island  near  Sitka.  In  1946,  also,  two 
private  sanitoria  and  the  Tacoma  Indian  Hospital,  all  in  Washington  state,  were 
contracted  with  the  house  Alaska  Native  tuberculosis  patients.  At  Mt.  Edgecumbe, 
near  Sitka,  the  Alaska  Crippled  Childrens  Services  established  a  fifty-bed  ortho- 
pedic hospital.  Congress  appropriated  funding  for  a  two-hundred-bed  hospital  at 
Mt.  Edgecumbe  and  a  four-hundred-bed  hospital  at  Anchorage  which  opened  in 
1950  and  1955  respectively.  Ex-Army  quonset  huts  were  converted  for  the  housing 
of  tuberculosis  patients,  with  a  capacity  of  about  25  beds,  adjacent  to  the  hospi- 
tals at  Kanakanak,  Bethel  and  Kotzebue. 

3.  The  Parron  Report. — Like  the  Bureau  of  Education,  the  Bureau  of  Indian 
Affairs  was  never  given  the  funding  to  adequately  address  the  urgent  health  needs 
of  the  Alaska  Native  people.  At  the  request  of  the  Department  of  the  Interior, 
several  health  studies  were  made  by  different  groups  and,  although  they  were 
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limited  in  scope,  their  reports  concurred  that  many  serious  health  problems  existed 
in  Alaska,  and  that  the  status  of  the  health  of  the  Alaska  Natives  was  deplorable. 
The  urgency  of  these  reports  resulted  in  action  by  the  governor  and  the  territorial 
legislature,  in  1953,  to  request  the  Department  of  Interior  to  make  an  in-depth 
study  of  the  health  status  and  health  problems  of  all  Alaskans  and  to  make  recom- 
mendations for  expending  or  changing  programs  then  in  existence  which  were 
trying  with  not  much  effectiveness  to  combat  the  overwhelming  health  problems. 

The  study  was  contracted  to  the  school  of  Public  Health  at  the  University  of 
Pittsburg  and  was  led  by  the  Dean  of  that  school,  Dr.  Thomas  Parron.  The  study 
was  conducted  in  two  phases  and,  although  they  had  two  years  to  complete  the 
study  and  make  their  report,  their  findings  during  the  first  field  trip  of  their  survey 
were  of  such  urgency  that  they  submitted  a  report  with  interim  recommendations 
to  t  he  Department  of  Interior  at  the  end  of  the  first  summer.  Some  of  these  recom- 
mendations were: 

a.  To  finish  and  open  the  new  ANS  hospital  in  Anchorage  without  delay  with 
full  medical  staffing,  and  that  it  be  made  a  medical  center  with  all  the  respon- 
sibilities and  capabilities  of  such  a  facility. 

h.  To  alleviate  the  problem  of  sanitation  in  the  native  villages  by  training 
native  sanitation  aides  to  work  with  their  people  on  programs  and  to  teach  the 
village  people  sanitation  producers. 

c.  To  assign  many  more  health  professionals  to  the  rural  areas  of  Alaska  to 
train  natives  to  work  in  the  health  field. 

(I.  To  revise  the  archaic  and  inhumane  mental  health  laws  of  the  territory. 

e.  That  the  native  health  program  should  be  transferred  from  the  Bureau  of 
Indian  Affairs  to  the  U.S.  Public  Health  Service. 

/.  That  a  conference  of  "experts"  on  tuberculosis,  called  the  "Alaska  Scourage," 
should  be  convened  at  once  to  take  necessary  steps  so  that  a  crash  emergency  t.b. 
program  could  be  developed  and  put  into  operation  immediately  to  end  the  spread 
of  the  disease  and  to  reduce  the  many  numbers  of  people  dying  of  t.b. 

The  study  team  returned  to  the  territory  the  following  summer  and  their  final 
report  entitled  "Alaska's  Health:  A  Survey  Report  to  the  United  States  Depart- 
ment of  Interior"  was  published  in  late  fall  of  1954.  The  "Parron  Report",  which 
it  is  generally  called,  made  the  observation  that  Alaska  was  divided  into  two 
worlds:  "White  Alaska"  and  "Native  Alaska."  Also,  that  while  the  health  status 
of  "White"  Alaskans  fairly  closely  paralleled  that  of  the  general  population  in  the 
"lower  48,"  the  Alaskan  Natives  "are  the  victims  of  sickness,  crippling  conditions 
and  premature  death  to  a  degree  exceeded  in  very  few  parts  of  the  world."  And 
"that  the  plight  of  the  Native  be  understood  for  what  it  is — the  slow  death  of 
once  proud  and  self-sufficient  races.  ...  It  is  our  laxity  as  citizens  which  is 
reflected  in  congressional  indifference.  There  has  been  tolerated  too  long  the 
di-graceful  burden  of  disease  we  know  how  to  prevent." 

Recriminations  were  made  on  all  fronts  and  addressed  federal,  state  and  local 
agencies.  A  basic  plan  for  a  responsive  health  care  system  was  drafted.  Recommen- 
dations were  made  specifically  on  major  issues  of  concern  including:  (a)  control 
of  tuberculosis  and  other  infectious  diseases;  (b)  maternal  and  child  health  and 
crippled  children's  services;  (c)  hospital  and  medical  care;  (d)  public  health 
nursing;  (e)  social  services;  (f)  mental  health;  (g)  environmental  health;  (h) 
dental  health;  (i)  hospital  and  other  institutional  facilities;  (j)  field  health;  (k) 
health  personnel;  (1)  health  records  and  data  systems;  (m)  laboratory  services; 
and  (n)  research. 

Some  recommendations  carried  such  force  that  funds  were  obtained  and  some 
programs  were  being  implemented  before  the  survey  report  was  published.  One 
of  these  programs  was  an  all  out  attack  on  the  "Alaska  Scourage,"  tuberculosis. 
Included  in  the  program  was  the  first  of  the  tuberculosis  chemotherapy  trials 
using  the  then  new  anti-tuberculosis  drug  INH.  At  the  same  time  the  ANS 
hospital  in  Anchorage  was  opened  and  was  operating  as  the  largest  tuberculosis 
hospital  in  the  BIA  health  delivery  program.  Of  great  significance  was  the  fact 
that  the  U.S.  Congress  passed  legislation  which  transferred  all  responsibility 
for  Indian  health  services  on  the  national  level  to  the  U.S.  Public  Health  Service. 

Division  of  Indian  Health  of  the  U.S.  Public  Health  Service 

On  July  1,  1955  the  transfer  of  health  care  of  Indians  and  Alaska  Natives  want 
into  effect.  Now  the  responsibility  which  had  been  that  of  the  Bureau  of  Indian 
Affairs  came  under  the  newly  created  Division  of  Indian  Health  (later  renamed 
Indian  Health  Service)  of  the  United  States  Public  Health  Service,  and  out  of  the 
Department  of  Interior  into  the  Department  of  Health,  Education  and  Welfare 
(HEW). 
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In  Alaska  the  Parron  Report  became  the  basis  on  which  to  plan  and  launch 
health  programs  under  the  new  division.  Also,  some  of  the  recommendations 
served  to  give  direction  in  solving  some  of  their  management  problems. 

Alaska  became  one  of  the  ten  health  "Areas"  under  the  Indian  Health  Service 
(IHS)  and  their  Area  office  was  established  in  Anchorage  rather  than  Juneau 
where  it  had  been  under  the  Bureau  of  Indian  Affairs.  Seven  service  units  were 
established  within  the  Alaska  Area  Native  Health  Service  (AANHS).  Within 
each  of  these  service  units  is  a  hospital  which  was  previously  located  according  to 
population  and  transportation  patterns.  One  service  unit  is  presently  being 
divided  into  two  separate  service  units,  but  the  procedures  are  not  completed. 
Service  units  were  created  throughout  the  Division  of  Indian  Health  with  bound- 
aries conforming  to  the  hospital  regions  serving  a  particular  area  of  population. 
Service  unit  directors,  or  SUDS,  were  assigned  the  responsibility  for  management, 
for  program  planning  and  implementation,  and  for  policy  decisions  within  each 
service  unit.  Indian  Health  area  directors,  or  IHADS,  were  assigned  the  responsi- 
bility for  area  level  management,  coordination  of  service  unit  program  planning, 
evaluation  of  overall  operations,  and  policy  decisions  at  the  area  level. 

Established  at  the  time  of  transfer  was  Indian  Health  Service  headequarters, 
with  offices  now  in  Rockville,  Maryland,  just  out  of  Washington,  D.C.  The 
Director  of  IHS,  with  an  appropriate  staff,  was  delegated  the  responsibility  for 
ultimate  policy  decisions,  allocation  of  resources  and  funding,  direction  for 
over-all  management  and,  through  consultation  with  the  Secretary  of  HEW,  the 
submission  of  appropriation  requests  to  the  U.S.  congress. 

Although  the  Parran  Report  and  the  recommendations  contained  therein 
served  the  new  division  as  a  basis  for  direction  in  planning  programs,  the  Alaska 
Area  Native  Health  Service  was  never  allocated  the  funding  needed  to  carry  out 
many  of  the  recommendations  made  in  the  report.  Most  of  those  recommendations 
are  still  pertinent  to  the  problems,  even  after  twenty-two  years,  and  should  finally 
receive  the  attention  and  action  the  results  of  such  a  human  and  prestigious 
study  deserves! 

A  subsequent  study  was  made  of  the  health  care  for  Alaska  Natives  in  accord- 
ance with  provisions  under  2(c)  of  the  Alaska  Native  Claims  Settlement  Act. 
However,  the  2(c)  Study,  as  it  was  called,  only  documented  and  compiled  infor- 
mation already  obtained  by  various  agencies  and  organizations.  The  study  failed 
to  make  any  recommendations. 

PRESENT  ALASKA  AREA  NATIVE  HEALTH  SERVICE  PROGRAM 

Originally  the  health  care  delivery  system  under  AN  NHS  was  planned  and 
directed  toward  the  management  of  the  serious  tuberculosis  problem  then  preva- 
lent among  the  Alaska  Native  people.  In  a  partnership  effort  to  alleviate  the 
disease,  AANHS  and  the  Territorial  Department  of  Health,  with  the  cooperation 
of  the  Alaska  Native  people  who  were  being  decimated  by  t.  b.,  concentrated  all 
their  resources  and  efforts  to  bring  the  disease  under  control  and  to  implement  an 
effective  prevention  program.  Later  their  initial  efforts  were  reinforced  and  supple- 
mented by  the  Arctic  Health  Research  Center,  the  Alaska  State  Department  of 
Health  (after  Alaska  gained  statehood)  and  the  Communicable  Disease  Center  (which 
later  became  the  Center  for  Disease  Control.)  The  advances  which  have  been 
made  in  the  attack  against  tuberculosis  are  the  results  of  this  combined  effort, 
and  are  apparent  in  the  spectacular  decline  in  the  incidence  rate  and  dissemination 
of  the  disease  and  the  virtual  eradication  of  deaths  due  to  tuberculosis. 

Within  the  Alaska  Area  and  its  division  of  service  units,  health  care  for  Alaska 
Natives  can  best  be  described  when  it  is  categorized  into  the  major  levels  of  care: 

Village  level 

Community  health  aides. — Throughout  the  years  some  person  in  each  rural 
village  has  been  responsible  for  health  care  of  the  community.  Midwives  have 
taken  care  of  childbirths,  but  some  volunteer  or  chief-appointed  person  has  tended 
to  injuries  and  illnesses  on  a  voluntary  unpaid  basis.  Sometimes  the  BIA  supplied 
medical  supplies  and  medical  handbooks  to  their  teachers  and  furnished  them  with 
radios  to  call  for  assistances  when  needed. 

In  1968  the  Community  Health  Aide  Program  was  formalized  through  funding 
specifically  appropriated  by  congress.  Now,  within  157  remote  Alaska  villages 
there  are  185  Community  Health  Aides  (CHAs)  who  serve  as  resident  providers 
of  primary  health  care,  with  156  alternate  CHAs  who  serve  as  back-up  providers 
when  the  primary  aide  is  on  leave,  sick  or  otherwise  incapacitated  or  absent  from 
the  village  for  training  and  other  reasons.  These  CHAs  are  Alaska  Native  people 
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who  are  residents  of  the  villages  they  serve  and  are  selected,  supervised  and'paid 
by  the  village  councils  for  their  services.  The  village  councils  are  under  contract 
to  A  AN  IIS  for  providing  these  health  care  services  to  the  native  residents  of  their 
communities. 

After  being  selected  by  the  village  council  for  the  position,  the  CIIA  performs 
the  basic  procedures  of  administering  episodic  and  preventive  health  care,  in 
health  surveillance  screening  and  in  record  keeping.  She  maintains  general  clinic 
in  the  village  five  days  pet  week  and  remains  on-call  for  emergencies  twenty-four 
hours  per  day.  She  maintains  specialty  clinics — prenatal  and  well  child — each 
month. 

Through  radio  or  telephone  communications,  depending  on  village  communi- 
cations capability,  the  CHA  contacts  the  service  unit  hospital  for  scheduled  or 
emergency  medical  traffic.  Although  she  has  Medical  Standing  Orders  from  the 
service  unit  physicians  for  common  treatments  (i.e.  common  colds,  cuts,  bruises, 
sprains),  she  may  relay  information  and  symptoms  to  a  physician  at  the  service 
unit  who  then  makes  diagnosis  and  prescribes  treatment  which  the  CHA  thru 
carries  through.  When  more  serious  illnesses  or  injuries  occur,  she  obtains  authori- 
zation from  the  physician  and  arranges  for  the  patient's  transportation  and,  if 
needed,  a  patient  escort  to  the  service  unit  hospital.  Under  discretion  of  the  public 
health  nurse,  she  administers  and  provides  follow-up  services  to  patients  who  are 
chronically  ill  and  to  those  who  require  automatic  refills  of  medications.  The 
community  health  aide  assists  public  health  nurses,  physicians  and  dentists  in 
the  organization  of  their  field  visits  to  the  village.  She  maintains  an  adequate 
inventory  of  drugs  and  supplies,  maintains  record  and  file  systems,  and  submits 
periodic  reports  as  required. 

In  five  phases  of  training  CHAs  undergo  twelve  weeks  of  initial  Education  in 
Primary  Health  Care.  Recently  the  training  agencies  have  developed  an  Associate 
of  Applied  Science  Degree  curriculum  which  has  been  accredited  by  the  University 
of  Alaska.  In  addition  to  the  Manual  of  Standing  Orders  which  all  CHAs  now 
use,  a  manual  for  expanded  health  care  deliver}^  has  been  developed  and  is  now 
at  the  printers.  This  serves  the  need  of  CHAs  to  seek  further  education  beyond 
the  basic  course  and  offers  an  option  to  upgrade  her  skills.  If  the  curriculum  and 
funding  could  be  added  for  Community  Health  Practitioners,  more  highly  skilled 
local  residents  could  be  administering  expanded  health  care  services  at  the  village 
level  resulting  in  less  patient  travel  costs,  less  time  needed  on  physician  field 
visits,  less  family  disruptions  through  medical  evacuations,  greater  job  satisfaction 
for  the  tribal  employee  and  a  more  prestigious  job  status  within  the  village. 

Field  medical  and  dental  services. — Because  of  the  vast  distances  between  the 
service  unit  hospitals  and  the  outlying  villages,  in  conjunction  with  the  inadequate 
and  largely  incomplete  transportation  facilities  and  networks  serving  remote 
communities,  it  is  not  possible  for  residents  of  those  villages  to  see  a  doctor  or 
dentist  whenever  the  need  arises.  Travel  costs  are  exhorbitant  over  much  of  the 
state;  which  means  it  is  beyond  the  means  of  most  Alaska  Native  people  who 
generally  fall  below  the  poverty  level  in  annual  income  comparisons. 

Beginning  at  the  time  the  Native  Health  Service  was  being  administered  by  the 
Department  of  Education,  doctors  had  been  travelling  to  the  remote  communities 
across  Alaska  where  they  conducted  clinics  utilizing  the  village  schools.  These  trips 
wrere  very  infrequent  and  usually  depended  on  rumors  of  epidemics  or  illnesses 
affecting  certain  villages  or  areas;  sometimes  on  the  whim  of  the  doctor.  Under  the 
AANHS,  Field  Medical  and  Dental  services  have  become  a  very  important 
"outreach"  component  of  the  "system"  which  has  been  developed  for  health  care 
delivery  within  this  vast  state.  Doctors  and  dentists  from  each  of  the  seven  service 
unit  hospitals  travel  to  the  villages  within  the  service  unit  area  on  a  scheduled 
itinerary  which  brings  them  to  each  village  at  least  once  per  year.  These  field 
medical  functions  include  screening  for  disease  and  health  surveillance.  Anyone 
having  a  problem  is  seen  and  special  attention  is  given  to  infants,  pregnant  women, 
the  elderl}',  and  patients  with  chronic  health  problems  or  those  who  have  recently 
been  discharged  from  a  hospital  and  who  need  follow-up.  In  some  occasions,  eyes 
are  tested  for  eyeglasses.  Consultation  with  the  community  health  aide,  as  well  as 
evaluation  of  her  performance,  also  are  important  aspects  of  these  village  visits. 

For  field  dental  care,  dentists  based  at  the  service  unit  hospitals  make  scheduled 
trips  to  all  the  villages  in  the  service  unit.  With  the  use  of  portable  units,  the  field 
dentists  give  priority  care  to  all  school  children  who  receive  complete  care  as  long 
as  time  permits.  Only  emergency  dental  care  is  provided  for  adults  in  the  villages 
because  invariably  that  is  all  the  field  dentists  have  the  time  to  provide.  With 
Alaska's  unpredictable  weather  and  unreliable  air  transportation  schedules,  very 
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often  visits  are  prolonged  in  some  villages  and  cut  short  in  others.  In  some  in- 
stances, a  few  villages  have  had  to  be  cut  out  of  the  schedule  due  to  time  con- 
straints and  did  not  see  a  doctor  of  dentist  for  two  years. 

Public  health  nurses. — While  Alaska  was  still  a  territory,  the  Department  of 
Health  employed  public  health  nurses  (PHNs)  who  were  the  nucleaus  of  the 
crash  attack  against  the  tuberculosis  problem.  In  1955,  because  there  were  many 
more  patients  with  tuberculosis  than  were  hospital  beds  in  the  territory  or  in  the 
sanitoriums  under  lease  in  Washington  state,  natives  known  to  have  t.b.  were  then 
treated  on  an  ambulatory  basis  using  the  new  chemotherapy  technique.  These  pa- 
tients received  the  new  drugs  at  home  under  the  supervision  of  travelling  PHNs. 

When  the  tuberculosis  problem  subsided  AANHS  contracted  with  the  state 
for  the  continued  services  of  these  itinerant  PHNs  in  the  native  villages  to  carry 
out  the  preventive  program  of  immunizations  and  health  education.  They  also 
monitor  the  CHA's  procedures  and  performance  and  are  expected  to  instruct 
CHA  as  may  be  required  to  supplement  the  CHA's  training. 

Village  built  clinics. — Community  health  aides,  even  when  they  were  voluntary 
with  no  name  and  no  salary,  and,  especially  since  they  have  come  under  a  formal- 
ized program,  are  the  cornerstone  of  the  health  delivery  system  in  Alaska. 
Formerly,  CHAs  had  to  administer  services  out  of  a  schoolroom,  her  own  home 
or  maybe  a  storehouse.  Privacy  and  sanitation  were  constant  critical  barriers  to 
efficient  health  care  in  these  settings.  Visiting  field  doctors,  dentists  and  PHNs 
battled  with  the  long  standing  problems  of  inadequate  space  for  examination 
and  treatment  functions. 

Under  a  Village  Built  Clinic  program  (VBC)  native  villages  were  encouraged 
to  build  or  otherwise  provide  leasable  facilities  which  could  be  utilized  for  field 
clinics  by  travelling  professionals  and  could  serve  as  a  base  of  operations.  Cur- 
rently, there  are  114  VBCs  under  lease  by  AANHS  from  village  councils.  There 
are  45  to  50  villages  still  in  need  of  VBCs.  These  clinics  have  drastically  improved 
the  delivery  of  health  care  at  the  village  level. 

Service  unit  hospital  level 

Inpatient  Care. — In  the  seven  service  unit  hospitals,  which  includes  the  Alaska 
Native  Medical  Center,  routing  admissions  are  made  for  the  acutely  ill  or  injured, 
for  pregnancies,  for  surgical  procedures  and  for  certain  specialty  complex  diag- 
nostic methods.  The  inpatients  are  referred  from  the  villages  in  the  service  unit 
by  community  health  aides  or  physicians. 

Because  of  severe  budget  restrictions  and  staff  shortages,  especiall}*  in  the  area 
of  nursing,  the  number  of  beds  used  in  all  service  unit  hospitals  have  been  signi- 
ficantly reduced  from  full  capacity.  Even  at  this  reduced  level  these  hospitals  fall 
far  short  of  the  national  staffing  average  for  hospitals  of  equivalent  size.  To  conform 
with  changing  requirements ^of  Joint  Commission  for  Accrediting  Hospitals, 
Department  of  Health,  Education  and  Welfare,  and  National  Fire  and  Life  Safety 
codes,  considerable  renovations  have  recently  been  completed  in  these  facilities, 
but  the  original  inappropriate  building  plans  are  an  impediment  to  operational 
capability  and  economy.  Full  utilization  of  available  resources  cannot  be  realized 
without  additional  appropriate  personnel.  Recruitment  efforts  are  adversely 
affected  by  inadequate  staff  housing  in  the  remote  service  units,  salaries  which 
are  non-competitive  (especially  since  the  advent  of  the  Alaska  Pipeline  Project), 
and  insufficient  opportunities  for  education  and  training  programs  for  both  pro- 
fessional and  non-professional  staff. 

Outpatient  or  ambulatory  care. — Over  the  last  two  decades  the  "  Alaska  Scourage," 
as  tuberculosis  was  labelled  in  its  most  rampant  stage,  has  literally  come  under 
control  in  the  Alaska  Native  population.  Health  services  delivery  had  been  orig- 
inally focused  on  a  major  effort  to  alleviate  t.b.  The  changing  health  needs  of 
Alaska  Natives  has  moved  the  emphasis  of  health  care  from  an  inpatient  to  an 
outpatient  setting. 

Although  rennovations  have  been  made  on  almost  all  service  unit  hospitals, 
they  were  planned  and  built  originally  as  inpatient  facilities  and  would  need  major 
structural  changes  in  order  to  efficiently  accommodate  the  expending  ambulatory 
care  needs.  Staffing  shortages  contribute  to  inadequacies  of  needed  services.  To 
ensure  full  coverage  of  physician  services  to  the  clinic  for  emergencies,  the  regular 
doctors  must  take  turns  working  around  the  clock,  covering  the  night  shift  in 
addition  to  their  daytime  duties.  Nurses  are  in  such  short  supply  in  all  programs 
that  the  outpatient  clinics  share  the  deficiency.  Waiting  periods  for  patients  at 
these  clinics  are  excessive  and  are  cause  for  most  patient  complaints.  Accelerated 
diagnostic  screening  by  overworked  staff  sometimes  misses  the  underlying  causes 
of  illnesses.  In  these  outpatient  clinics,  space  arrangements,  staffing  and  equipment 
are  not  adequate  to  present  needs  and  will  certainly  not  meet  the  projected  needs. 
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Dental  care. — In  all  service  unit  hospitals  dental  clinics  were  originally  made  a 
part  of  overall  services  when  the  pressing  need  became  obvious  at  the  time  these 
hospitals  were  filled  to  capacity  with  tuberculosis  patients.  The  services  have 
remained  a  major  component  of  the  service  unit  hospitals  because  there  are  no 
dentists  stationed  in  the  rural  villages  throughout  Alaska.  Patients  requiring 
hospitalization  or  outpatient  care  may  also  have  dental  needs  taken  care  of  while 
they  are  at  the  hospital. 

\\  hen  the  service  were  started  there  was  already  insurmountable  backlogs  of 
unmet  needs.  Insufficient  funding  remains  a  barrier  to  the  provision  of  adequate 
dental  services,  even  with  recent  increases.  The  professional  staff  remain  in  short 
supply  and  are  overworked.  Dental  support  staff  fall  way  below  parity  in  work 
uncle  classification  and  compensation,  making  recruitment  extremely  difficult. 
Prevention  program^  cannot  be  successfully  implemented  without  additional 
resources  nor  without  greater  participation  by  the  population  served. 

Field  medical  and  dental  services. — Through  scheduled  field  trips  to  the  native 
villages  by  physicians  and  dentists  stationed  at  the  service  unit  hospitals  an 
outreach  component  has  been  incorporated  into  the  overall  health  care  delivery 
system  for  Alaska  Natives.  The  service  unit  hospitals  serve  as  the  base  of  opera- 
tions for  the  travelling  professional  teams  as  they  extend  direct  care  services  into 
all  remote  communities.  Services  rendered  by  these  field  teams  has  already  been 
described  in  this  discussion  on  page  11,  in  the  second  paragraph. 

As  with  all  other  segments  of  the  system,  Field  Medical  and  Dental  services 
cannot  reach  the  full  potential  of  delivery  because  of  insufficient  funds  and  a 
shortage  of  both  professional  and  support  staff.  Unreliable  statewide  transporta- 
tion and  communication  systems  also  adversely  affect  this  effort. 

Mental  health  services. — The  emotional  and  mental  health  problems  of  the 
Alaska  Native  people  represent  a  major  area  of  unmet  need.  Various  tragic 
occurrences  make  up  the  history  of  this  special  population  group.  Many  prolonged 
family  and  community  disruptions  with  resulting  stress  and  unresolved  grief,  and 
residual  damage  from  epidemics  and  diseases  of  the  past  with  resulting  disabilities 
and  premature  deaths,  have  had  such  an  impact  on  the  health  and  emotional 
status  that  this  must  be  understood  by  responsible  program  planners  before 
appropriate  programs  can  be  established  to  address  the  situation. 

Twenty-two  years  ago  the  Parran  Report  was  instrumental  in  drawing  to  the 
attention  of  the  legislature  fthen  territorial)  the  fact  that  Alaska  laws  dealing 
with  the  commitment  of  insane  persons  were  inhumane  and  archaic.  Changes  were 
made  to  modernize  these  procedures  and  the  new  state  took  over  the  responsibility 
for  the  provision  of  mental  health  care  to  its  citizenry.  A  modern  state  mental 
hospital  was  constructed  in  Anchorage  where  it  would  be  centrally  located.  This 
Alaska  Psychiatric  Infinite  (better  known  as  API)  has  never  operated  to  its  full 
potential.  The  fledgling  state  government  has  £5perienced  rapid  turnover  of 
personnel  within  the  Division  of  Mental  Health.  Rural  areas  where  the  Alaska 
Native  villages  are  located  never  benefitted  from  any  state  sponsored  mental 
health  program  until  very  recently. 

Through  the  insistence  of  the  Native  Health  Boards,  who  kept  listing  Mental 
Health,  Alcoholism  and  Drug  Abuse  problems  as  one  of  the  top  priority  unmet 
health  needs  of  Alaska  Natives,  some  initial  programs  addressing  these  needs 
were  put  into  operation  by  the  Mental  Health  Department  of  AANHS.  The 
recruitment  of  psychiatrists  and  mental  health  nurses  who  are  svmpathetic  and 
sensitive  to  special  native  customs  and  needs  has  not  been  easy.  The  effectiveness 
of  those  on  the  staff  who  possess  these  qualities  is  apparent  in  the  success  of  their 
initial  program  efforts.  The  native  people  have  been  asked  to  participate  with 
service  unit  directors  in  the  planning  and  implementation  of  these  start-up  pro- 
grams. Through  the  encouragement  of  the  chief  of  Area  mental  health  branch, 
native  organizations  have  contracted  with  AANHS  to  provide  developing  phases 
of  mental  health  services  within  their  population  areas.  Unlike  other  IHS  depart- 
ments and  programs,  the  chief  of  staff  of  the  IHS  mental  health  program  in  Alaska 
hae  not  only  involved  the  natives  but  has  negotiated  and  coordinated  planning 
with  the  state  so  that  the  state  provides  some  funding  for  portions  of  the  program. 
On-the-job  training  has  been  provided  to  native  mental  health  outreach  workers 
and  negotiations  with  the  universities  for  accreditation  of  this  work  experience 
resulted  in  the  first  few  trainees  graduating  this  spring  with  an  Associate  degree 
in  Health  Sciences. 

Funding  constraints  plague  this  prgram  also,  and  inadequacies  in  staff,  facilities, 
equipment  and  travel  are  barriers  to  these  commendable  efforts  to  extend  the 
mental  health  services  for  Alaska  Natives  to  the  outlying  villages. 
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Environmental  health  services. — Referring  again  to  the  Parran  Report,  sanitary 
conditions  throughout  Alaska  was  described  as  generally  very  poor,  and  in  "Native 
Alaska"  as  being  deplorable.  In  almost  all  native  villages  water  was  carried  from 
natural  sources  which  were  mostly  less  than  safe  for  drinking.  Only  a  smattering 
of  native  homes  had  any  running  water  and  even  less  had  running  hot  water. 
Sewer  systems  were  virtually  non-existent  and  solid  waste  disposal  consisted  of 
dumping  the  refuse  on  the  ground  or  over  river  banks  and  ocean  beaches.  With 
lumber  very  scarce  in  vast  areas  of  the  territory,  houses  were  small,  sometimes 
wholly  or  partly  underground  and  some  were  banked  with  earth  to  contain  the 
warmth  and  to  withstand  the  strong  windstorms.  The  native  people  lived  in  an 
environment  which  was  conducive  to  the  spread  of  disease.  At  that  time  there  was 
no  environmental  health  program  within  ANS,  but  BIA  had  contracted  for  these 
services  with  the  territory  and  the  Arctic  Health  Research  Center,  The  Parran 
Report  recommended  that  the  Alaska  Department  of  Health  be  more  adequately 
funded  so  that  the  sanitary  problems  in  Alaska  could  receive  major  emphasis. 

In  1959  the  Sanitation  Facilities  Construction  Act  (PL  86-121)  went  into  effect 
and  AAXHS  established  an  Office  of  Environmental  Health  in  Alaska.  A  sani- 
tarian was  assigned  to  each  Service  Unit  and  a  program  plan  was  developed 
in  order  that  sanitation  could  be  incorporated  as  a  component  into  the  compre- 
hensive health  program  of  AAXHS.  The  major  thrust  of  this  program  was  to 
install  water,  sewer  and  waste  disposal  systems  in  all  native  villages.  In  addition, 
the  program  plans  included  services  for  accident  and  injury  control,  surveys  of 
native  homes  and  health  facilities  for  safe  and  sanitary  conditions,  animal  and 
insect  control  with  emphasis  on  rabies  and  hydatid  disease,  health  education  on 
food  service,  housekeeping  and  radiological  control. 

Although  the  older  native  homes  need  the  improvement  these  services  can 
bring,  insufficient  funding  and  personnel  has  limited  program  accomplishments  to 
the  installation  of  water  and  sewer  systems  to  new  homes  as  they  are  constructed 
in  the  villages.  Even  this  component  falls  far  short  of  the  need,  and,  unless  the 
funding  is  substantially  increased,  it  will  take  twenty  years  or  more  before  there 
is  a  minimum  of  sanitation  facilities  in  all  the  native  villages.  Engineering  tech- 
niques have  not  disclosed  a  solution  to  the  complex  problems  generated  by  condi- 
tions of  extreme  cold  and  constant  perma  frost  which  prevail  over  most  of  the 
state.  Failures  in  some  sjrstems  already  installed  are  of  grave  concern  mainly 
because  the  facilities  in  question  were  inappropriate  to  the  area,  were  installed 
under  direction  of  staff  having  no  knowledge  of  Alaska's  specific  conditions  and 
with  no  involvement,  or  on  occasion  even  against  the  advice,  of  the  native  people 
residing  in  the  locality  of  the  projects. 

Even  though  accidents  and  injuries  are  the  leading  cause  of  native  deaths  and 
hospitalization,  there  has  been  no  emphasis  program  designed  to  reduce  these 
statistics.  The  harsh  environment  and  rugged  conditions  under  which  most  natives 
live  and  work  is  a  major  factor  in  the  disproportionate  numbers  of  injuries  and 
deaths  from  drowning,  falls,  burns  and  gunshot  wounds.  Other  components  of  the 
program  have  also  received  limited  implementation  due  to  the  funding  inade- 
quacies. 

Service  unit  native  boards  of  health. — By  memorandum  from  Dr.  Emery  Johnson, 
Director  of  IHS,  all  Area  directors  in  about  1968  were  charged  with  the  responsi- 
bility to  obtain  "grass  roots"  involvement  of  the  American  Indian/ Alaska  Native 
consumers  in  the  development,  implementation  and  evaluation  of  all  IHS  health 
care  services  which  they  were  receiving.  At  the  service  unit  level  native  repre- 
sentatives of  the  districts  or  regions  within  the  service  unit  formed  consumer 
boards  of  health  and  became  advisors  and  consultants  to  the  service  unit  directors. 
Chairmen  of  these  local  boards  made  up  a  statewide  Area  board  to  serve  in 
advisory  capacity  to  the  Area  director.  Representatives  (generally  chairmen) 
from  these  Area  boards  then  formed  the  National  Indian  Health  Board  to  advise 
and  serve  as  consultants  to  the  IHS  director. 

In  Alaska,  after  the  passage  in  1971  of  the  Alaska  Native  Claims  Settlement 
Act,  the  Area  board  was  expanded  to  include  representatives  from  each  Native 
Region  as  delineated  under  the  Act.  As  is  the  case  throughout  the  nation,  some 
boards  and  some  members  made  it  a  point  to  become  familiar  with  and  knowl- 
edgeable about  health  and  the  IHS  health  care  delivery  system,  so  were  more 
effective  and  active  than  others.  The  responsiveness  to  the  boards'  recommenda- 
tions and  resolutions  by  directors  at  all  levels  varied  according  to  individuals  and 
to  the  extent  of  the  request  or  recommendation.  If  requests  took  extensive  work 
or  additional  funds,  or  if  rules  needed  to  be  changed,  responses  were  delayed 
indefinitely. 
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Some  service  unit  boards  in  Alaska  had  good  working  relationships  with  the 
directors  and  in  a  few  instances  have  helped  to  shape  policies  to  conform  to  the 
needs  of  the  native  people.  The  boards  have  worked  hard  in  the  development  of 
program  pafckajges  wliich  define  the  unmet  needs  and  ranked  these  needs  in  order  of 
priority.  The  boards  serve  as  the  patients'  grievance  committee  and  participates 
in  the  selection  from  applicants  for  the  position  of  service  unit  director.  They 
review  on-going  programs  and  advise  the  director  on  needed  changes  and  on  policy 
adjustments  or  developments.  Management  response  has  been  extremely  hard 
to  define.  Unmet  needs  given  emphasis  in  priority  in  19(59  are  still  unmet  needs. 

Alaska  Native  Medical  Center  level 

Serrice  unit  functions. — The  Anchorage-based  Alaska  Native  Medical  Center 
i  AN  NIC)  functions  as  the  base  hospital  within  the  Anchorage  Service  Unit,  which 
cuvcrs  ninety-five  thousand  square  miles.  Service  Unit  functions  are  the  same  as 
in  the  six  other  service  units  in  relation  to  inpatient  and  outpatient  care,  dental 
services,  field  medical  and  dental  services  to  villages,  mental  health  care  and 
environmental  health  services.  ANMC  additionally  provides  health  care  for 
Alaska  Natives  from  throughout  the  state  who  need  services  while  they  are  in 
Anchorage.  This  city  has  many  natives  in-transit  because  it  is  the  transportation 
hub  of  the  state. 

Specialty  services. — Since  ANMC  is  such  a  large  hospital  (250  bed  capacity),  it 
serves  as  a  referral  hospital  to  the  other  service  units  for  patients  whose  illnesses 
or  injuries  are  severe  or  complex  enough  to  warrant  specialty  care,  or  who  require 
complicated  laboratory  or  x-ray  procedures.  Within  the  hospital  a  team  of  special- 
ists have  been  added  to  the  staff  in  obstetrics  and  gynecology,  orthopedics, 
pediatrics,  psychiatry,  otolaryngology  and  ophthalmology.  These  specialists 
operate  specialty  clinics  at  ANMC  for  ambulatory  patients  and  they  also  travel 
to  all  of  the  service  unit  hospitals  to  hold  scheduled  field  specialty  clinics.  While 
at  the  other  hospitals  the  specialists  carry  out  several  functions:  (1)  they  provide 
direct  specialty  care  to  patients  in  that  service  unit;  (2)  they  serve  as  clinical 
consultants  to  the  service  unit  physicians;  (3)  they  provide  training  to  the  service 
unit's  professional  staff  in  skills  related  to  each  specialty;  and  (4)  they  receive 
orientation  to  the  rural  setting  where  health  problems  develop  and  thus  gain 
better  understanding  of  problems  and  resources  at  remote  hospitals  and  native 
villages. 

Training  services. — With  these  specialists  in  residence,  ANMC  has  become 
important  as  a  teaching  center.  Medical  students  and  residents  in  specialty  fields 
have  spent  time  at  ANMC  on  assignments  from  medical  schools  and  teaching 
hospitals.  Nursing  students  from  local  universities  serve  at  ANMC  as  part  of 
their  training  program.  Physicians  from  the  field  hospitals,  as  well  as  from  the 
private  sector,  spend  some  time  at  ANMC  to  brush  up  on  their  skills.  The  Com- 
munity Health  Aide  program  uses  ANMC  for  their  training  activities. 

While  the  concept  of  a  medical  center  in  AANHS  is  valuable  and  needed, 
ANMC  is  inappropriate  in  structure  and  sits  on  a  hazardous  location  since  the 
large  Alaska  earthquake  of  1964.  Designed  and  built  as  a  tuberculosis  hospital  in 
1955,  this  building  became  obsolete  even  for  the  care  of  tuberculosis.  Remodeling 
projects  have  not  succeeded  in  improving  space  requirements  nor  effecting  an  even 
flow  of  essential  work  activities.  During  the  1964  earthquake,  a  huge  portion  of 
the  hospital  grounds,  to  within  fifty  feet  of  the  hospital,  slid  away  from  the  bluff 
to  the  flat  area  below.  The  location  has  been  declared  a  ''highly  hazardous"  area; 
another  strong  quake  could  dislodge  the  building  itself.  A  replacement  medical 
center  is  mandator}'  and  long  overdue.  Although  funding  has  not  been  forthcoming, 
requests  have  been  submitted  to  the  legislators  and  there  has  been  negotiations 
for  a  land  exchange  so  that  the  medical  center  might  become  part  of  the  local 
Medical-University  complex  where  resources  might  be  shared. 

Contract  health  services  level 

Private  sector,  medical  and  dental  resources. — Services  which  cannot  be  provided 
by  HIS  at  their  facility  or  by  their  staff  are  contracted  to  private  physicians  and 
dentists  where  they  are  available.  In  some  instances  specialty  clinics  in  the  field 
hospitals  are  provided  through  private  physicians  who  fly  out  to  the  service  unit 
hospital  when  it  is  impossible  for  ANMC  specialty  staff  to  do  so.  In  a  few  com- 
munities where  there  are  no  IHS  facilities,  but  there  are  private  doctors  and 
dentists,  yearly  contracts  are  negotiated  whereby  all  native  people  residing  in  that 
community  may  receive  all  their,  medical  and  dental  care  through  these  private 
resources.  If  there  are  private  pharmacies  in  that  community,  medications  are 
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handled  in  the  same  waj~.  Sometimes,  where  there  are  no  facilities,  short  term 
hospitalizations  are  authorized  for  contract  payments. 

All  contract  care  must  have  prior  authorization  before  payments  can  be  made. 
If  monthly  allocations  of  contract  funds  are  depleted  before  the  end  of  the  month 
all  care  is  cut  off  until  a  new  allocation  is  received.  This  is  the  major  drawback 
in  this  program.  The  funds  cover  less  health  care  because  of  the  disparity  in  the 
■cost  of  private  care  compared  to  the  same  care  if  provided  through  IHS  facilities 
.and  staff.  Continuity  of  care  is  disrupted  when  part  of  the  care  is  provided  in  one 
system  and  part  in  another.  There  is  no  method  of  monitoring  health  care  by 
contract  providers ;  and  no  additional  staff  or  funds  have  been  allocated  to  cover 
clerical,  monitoring,  contract  writing  and  fiscal  activities  (i.e.,  making  payments 
for  work,  submitting  bills)  which  are  now  done  by  already  overburdened  IHS 
staff. 

Alaska  native  health  entities. — Even  before  PL  93-638  was  introduced,  AANHS 
had  contracted  with  native  village  councils  or  organizations  to  administer  the 
Community  Health  Aide  program.  Then  contracts  were  entered  into  with  the 
village  councils  for  leasing  clinics  under  the  Village  Built  Clinic  program.  Two 
Regional  Native  Health  Corporations  were  developed  under  the  OEO  Projects 
and  when  the  agency  was  dissolved  the  projects  were  transferred  to  USA,  then 
IHS  including  authority  and  appropriations.  Within  IHS,  under  the  new  Division 
•of  Community  Health  Development,  funds  became  available  so  that  other 
Regional  Health  entities  were  incrementally  developed  and,  as  their  capabilities 
became  more  sophisticated  they  contracted  for  increasingly  more  responsibility 
in  the  provision  of  health  care  services. 

These  native  health  entities  are  supposed  to  be  governed  by  a  policy  setting 
consumer  board,  but,  in  some  instances  there  has  been  an  insignificance  or  even 
absence  of  board  review  and  authorization  on  program  development  and  scope  of 
services  rendered.  Technical  assistance  and  board  training  has  not  been  made 
available  at  the  "grass  roots"  or  village  level  and  has  been  practically  non- 
existent at  the  service  unit  level,  too.  The  potential  of  these  consumer-managed 
health  care  resources  for  carrying  out  "Indian  Self  Determination"  is  apparent, 
but  the  Alaska  Native  people  must  become  the  decision  makers.  It  has  been  too 
easy  for  IHS,  or  AANHS,  to  maintain  control  of  management  by  encouraging 
and  assisting  in  development  and  management  that  is  implemented  through  staff 
who  are  hired  by  Indian  tribes  or  Native  organizations,  but  salaried  through  IHS 
funds  or  programs. 

Tribal  government,  in  its  true  sense,  needs  to  be  reorganized  or  strengthened 
in  most  Alaska  Native  villages  and  regions  before  Indian  Self  Determination  can 
become  a  reality  in  Alaska.  The  Alaska  Native  Claims  Settlement  Act  has  brought 
strength  to  the  native  people  in  various  ways,  but  it  also  has  brought  confusion 
as  to  the  relationship  and  meaning  of  tribal  governments  versus  money-making 
corporation  management.  Efforts  have  been  initiated  in  some  areas  to  separate 
the  two  entities  into  proper  perspective.  When  this  has  been  done  statewide  true 
Self  Determination  can  become  a  realitj"  for  Alaska  Native  people. 

Alaska  State  Deportment  of  Health  and  Social  Services. — AANHS  has  held  a  long- 
standing contract  with  the  state  for  services  of  itinerant  public  health  nurses  in 
the  native  villages.  The  focus  of  the  program  is  preventive  immunization  delivery 
to  the  rural  residents  and  health  education  in  the  form  of  well  baby  clinics  and  the 
showing  of  films  for  all  villagers  on  various  health  subjects.  Recently  the  PHNs 
have  been  given  the  added  responsibility  for  Community  Health  Aide  instruction 
within  their  delivery  setting,  and  monitoring  their  performance. 

Various  other  contracts  with  the  state  by  AANHS  have  included  leasing  and 
operation  of  health  clinics  in  at  least  two  of  the  state's  larger  towns,  dental  care 
.delivery  in  two  or  three  areas  where  no  local  dentists  were  located,  and  services 
of  state  specialists  as  needed. 

Barriers  to  the  delivery  of  health  care  for  Alaska  Natives  by  contracting  agen- 
cies, no  matter  which  entity,  have  been  identified  by  these  agencies  and  consumers 
as  (1)  lack  of  consumer  involvement  in  selection  or  rejection  of  contractors,  (2) 
the  year-to-year  awarding  and  funding  of  contracts  which  makes  long  range  plan- 
ning uncertain  and  difficult,  (3)  no  provision  has  been  made  by  IHS  for  evaluation 
of  contracts  for  cost  effectiveness,  nor  has  any  incentive  been  offered  for  cost 
reduction,  (4)  contracts  continue  to  be  awarded  mostly  on  a  political  basis  rather 
than  on  quality  of  proposal,  performance  records,  and  assessments  of  needs  for 
■certain  services  or  in  certain  areas,  and  (5)  the  difficulty  on  the  part  of  IHS  and 
contractor  alike  to  unify  several  services  or  programs  within  one  contract  because 
.of  the  IHS  line-item  budget  basis. 
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Alaska  Area  level 

Administration. — When  the  responsibility  for  health  care  services  was  trans- 
ferred from  BIA  to  I i IS,  the  Alaska  Area  office  was  maintained  but  was  moved 
from  Juneau  to  Anchorage  where  it  would  be  centrally  located.  Overall  administra- 
tion  of  the  health  care  delivery  system  giving  service  to  Alaska  Natives  is  the  re- 
sponsibility of  the  Area,  Management  accountability  for  the  operation  of  all  seven 
Service  units  in  Alaska  lies  with  the  the  Area  director  and  his  staff.  In  addition  to 
administration  and  management  offices,  the  Area  provides  statewide  services 
through  their  departments  in  the  areas  of  finances,  personnel,  construction  and 
maintenance,  and  general  services. 

Health  care  components  of  the  Area  office  are  various  departments  which  are 
headed  by  professional  personnel  who  have  been  assigned  as  chief  of  the  statewide 
program  and  are  responsible  for  coordinating  all  service  unit  program  plans  and 
operations  in  a  specific  program  into  one  overall  package.  These  individuals  also 
serve  as  consultants  to  the  service  units.  Included  in  these  departments  are: 
nursing,  nutrition,  health  education,  mental  health,  pharmacy,  dental  and  en- 
vironmental health.  Special  departments  include:  systems  development,  health 
care  standards,  program  development,  and  community  development. 

These  consultants  are  not  utilized  to  their  full  potential.  In  fact,  directors  of 
service  units  generally  class  them  as  potential  interference  into  their  exclusive 
territory  rather  than  the  valuable  resource  they  could  be.  There  is  no  team  ap- 
proach to  a  statewide  health  care  system.  Each  component  seems  to  operate  within 
their  own  domain.  Management  support  to  clinicians  and  nursing  staff  falls  far 
short  of  the  need  at  both  the  service  unit  and  area  levels.  This  is  the  chief  cause  for 
low  morale  amongst  the  professional  staffs.  The  administration  has  consistently 
failed  to  recruit  badly  needed  personnel  and  the  shortages  in  all  departments 
places  a  heavy  burden  on  the  mostly  dedicated  and  overworked  existing  staff.  It 
has  become  too  easy,  and  almost  a  habit,  to  put  the  blame  for  failures  in  recruit- 
ment, or  anything  else,  on  lack  of  adequate  funds.  It  is  true  that  this  is  a  major 
factor,  but  there  has  been  too  little  effort  to  do  the  utmost  with  funds  at  hand, 
except  in  special  instances.  There  seems  to  be  no  reward,  or  even  acknowledge- 
ment, for  these  exceptions,  and  no  incentive  for  their  continuing  effort. 

Beyond  some  problem  areas,  this  Alaska  Area  and  Service  Units,  and  the  per- 
sonnel responsible — both  professional  and  non-professional — deserve  commenda- 
tion for  accomplishments  far  beyond  expectations.  And  certainlv  far  ontreaching 
any  other  service  area 

AREAS  OF  MAJOR  CONCERN 

The  health  status  of  Alaska  Native  people  is  affected  by  various  problems  which 
are  not  all  medical  issues.  Some  of  these  non-medical  issues  which  impact  en 
health  are  severe  climatic  conditions,  vast  distances  between  communities  or 
areas,  poverty,  remoteness  and  isolation  of  some  communities,  deteriorated  and 
overcrowded  homes,  scant  food  supplies  at  certain  times  of  the  year,  grossly  inad- 
equate water,  sewer  and  solid  waste  disposal  systems,  family  and  community 
disruptions,  lack  of  reliable  communications,  insufficient  program  funds,  an 
exorbitantly  high  cost  of  living  and  of  doing  business,  staff  shortages,  outdated 
and  inefficient  hospital  buildings  and  long  distances  that  staff  and  patients  need 
to  travel. 

When  IHS  became  responsible  for  the  health  of  Alaska  natives  and  American 
Indians,  the  Alaska  Area  became  immediately  faced  with  a  situation  unparalleled 
in  the  health  field  before  or  since.  There  were  four  thousand  known  cases  of  active 
tuberculosis  and  not  enough  hospital  beds  in  the  whole  territory  to  hold  even 
half  of  them.  Through  a  vigorous  attack  against  the  disease  using  a  systemized 
plan  of  operation  and  combined  resources  in  cooperation  with  the  state  depart- 
ment of  health,  AANHS  made  outstanding  progress  in  tuberculosis  control.  This 
is  evidenced  in  the  tremendous  reduction  in  incidence,  death  rates,  and  in  dis- 
semination of  the  disease.  In  the  last  decade  remarkable  progress  has  also  been 
made  in  the  alleviation  of  chronic  otitis  media  in  very  young  children  including  a 
reduction  of  deafness  with  restorative  surgery.  Maternal  and  child  health  has 
shown  much  progress  demonstrated  in  the  sharp  reduction  of  infant  deaths  and 
childbirth  deaths  in  mothers.  Immunizations  have  resulted  in  prevention  of  ill— 
[lessee  that  used  to  take  such  a  terrible  toll,  such  as  measles,  diptheria,  polio  and 
whooping  cough. 

Major  diseases  still  affecting  Alaska  Natives  disproportionately  with  the  rest  of 
the  population  in  this  state  and  in  this  nation  are  those  not  medically  preventable. 
They  are  diseases  caused  by  economic  and  environmental  deprivation  and  erao- 
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tional  and  mental  stress  caused  by  family  and  community  disruption  and  residual 
damage  from  diseases  of  the  past. 

While  congress  by  law  gave  IHS  through  AANHS  the  task  of  providing  health 
care  to  Alaska  Natives,  they  never  appropriated  sufficient  funds  to  do  the  job. 
Rather,  dedicated  people  with  not  much  appreciation  from  employer  or  consumer 
have  worked  hard  and  long,  and  withstood  unbelievable  conditions,  and  accom- 
plished near  miracles  with  so  little! 

In  Alaska  the  Health  Task  Force  conducted  investigations  through  site  visits, 
testimony  by  agency  personnel  and  Alaska  Native  organization^  and  individuals 
personal  interviews  and  meetings  with  native  health  boards.  The  following  is  an 
elaboration  on  areas  of  major  concern  with  recommendations: 

RECOMMENDATIONS 

Alaska  Native  housing 

Before  the  discovery  of  their  territory  by  other  population  groups,  Alaskan 
natives  lived  in  houses  which  were  comfortable,  warm,  and  just  large  enough  for 
those  who  lived  there.  The  structural  features  were  adapted  to  the  terrain,  climate 
and  availability  of  building  materials  in  each  geographical  location.  As  our  people 
became  "civilized"  at  the  insistence,  according  to  location,  of  fur  hunters  mis- 
sionaries or  priests,  cannery  supervisors,  teachers,  commercial  company  agents, 
or  government  officials,  native  homes  were  destroyed  and  the  occupants  housed 
in  very  small  wooden  structures.  Some  had  wooden  floors  and  some  had  just  dirt 
floors.  These  first  "native  houses"  were  generally  all  alike  and  all  very  small. 
Occupants  were  assigned  living  space  with  disregard  to  size  of  families  or  compata- 
bility  of  individuals. 

Contact  with  the  "outside  world"  is  so  relatively  new  in  Alaska  that  some  of 
these  first  "native  houses"  are  still  occupied  by  native  people.  Thrse,  and  num- 
erous houses  built  subsequently,  are  in  a  deplorable  state  of  disrepair.  They  are 
not  structured  to  withstand  the  severe  cold,  high  velocity  winds,  or  constant 
dampness  and  other  climatic  conditions  peculiar  to  specific  areas.  Most  native 
homes  are  overcrowded  because  of  large  families,  or  a  shortage  of  houses  in  the 
village.  Alaska  native  villages  are  almost  all  economically  poor.  With  no  employ- 
ment opportunities  in  most  villages,  it  is  rot  possible  for  the  villagers  to  construct 
new  homes  or  to  add-on  or  renovate  the  old  buildings.  Construction  costs  in 
Alaska  are  astronomically  high. 

Overcrowded  houses,  insufficiently  heated  or  insulated  houses,  and  constantly 
damp  houses  present  an  environment  conducive  to  the  spread  of  various  respira- 
tory illnesses.  All  population  levels  become  a  risk,  but  particularly  the  very  yt  ur  g 
and  the  elderly.  Tuberculosis  is  no  longer  rampant  and  can  now  be  kept  under 
control  through  strict  surveillance.  However,  other  respiratory  diseases  such  as 
pneumonia,  bronchiectasis,  otitis  media  and  meningitis  take  a  toll  of  live,  and 
result  in  disabilities  which  may  become  lifelong. 

Alaska's  senator,  Bob  Bartlett  became  concerned  about  repeated  adverse 
reports  on  native  village  housing  conditions.  He  initiated  a  tour  of  Alaska's 
native  communities  and  the  participants  reported  on  the  deolorable  living  con- 
ditions they  witnessed  among  the  native  population.  In  196o  Senator  Bartlett 
wa«  instrumental  in  bringing  together  various  native  leaders  who  formed  a  native 
housing  committee.  They  developed  and  presented  testimony  for  congres- 
sional hearings  on  a  housing  bill  proposed  by  Senator  Bartlett.  Hopes  were  raised 
that  the  situation  would  change.  A  law  was  passed,  funds  were  appropriated, 
and  some  native  people  in  some  native  villages  moved  into  new  homes.  In  many 
instances  these  homes  are  still  too  small  for  the  family  in  residence;  contracted 
construction  work  is  of  substandard  quality  ;  and  their  house  plans  are  not  modified 
to  adapt  to  the  climatic  or  local  site  conditions. 

The  new  housing  programs  were  developed  to  alleviate  health  problems  and  to 
aid  the  poor  people  in  the  state.  With  an  economy  level  largely  below  the  national 
poverty  level  measurement  the  Alaska  Natives  cannot  afford  to  move  into  these 
houses.  Instead,  the  houses  go  mostly  to  those  natives  who  are  comparatively 
well-off,  or  to  non-natives. 

A  major  problem  with  the  Alaska  Native  Housing  programs  is  that  nobody  is 
in  charge.  Various  agencies  have  responsibility  for  specific  phases  of  the  program, 
but  there  is  no  lead  agency,  and  no  specific  manager  is  in  charge  who  has  full 
responsibility,  authority,  or  accountability.  This  has  resulted  in  poor  coordination 
between  agencies,  lack  of  responsiveness  to  the  needs  and  expressed  wishes  of  the 
native  people,  and  multiple  snafus  in  the  construction. 

Recommend:  That  all  phases  of  construction  be  placed  under  one  authority 
with  a  specific  overall  manager  in  full  charge  who  understands  public  health. 
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Further  recommend  that  an  agreement  be  mandatory,  before  eonstruetion  com- 
mences, between  the  village  people  and  the  authority,  that  the  building  design, 
plans,  size  and  sites  meet  the  requirements  and  approval  of  the  majority  of 
community  residents  and  particularly  those  who  would  be  living  in  the  new 
homes. 

Health  facilities 

AAXHS  has  three  service  unit  hospitals  which  are  of  World  War  II  vintage 
and  three  were  constructed  in  the  early  1950s.  Basic  design  features  are  that  of 
inpatient,  primarily  tuberculosis  patient,  while  a  transition  has  changed  the 
emphasis  and  demand  to  ambulatory  care.  None  of  the  hospitals  can  adequately 
handle  the  current  outpatient  workload,  even  after  considerable  remodelling  and 
function  rearrangements. 

One  hospital  serving  natives  was  bombed  by  the  Japanese  enemy  and  put  out 
of  operation  during  World  War  II.  This  was  the  BIA  hospital  at  Unalaska.  The 
native  consumers  had  no  involvement  whatsoever  in  the  decision  by  BIA  not  to 
reactivate  the  hospital  after  hostilities  were  ended  and  the  natives  were  returned 
to  their  homes  from  military  evacuation. 

Another  hospital  owned  and  managed  by  a  religious  organization  is  about  to  be 
sold  to  a  native  health  corporation.  The  Norton  Sound  Health  Corporation  is 
negotiating  to  buy  and  assume  management  with  the  hospital  to  be  the  base  of 
operations  for  health  care  delivery  in  that  region,  as  well  as  the  hospital  for  a  new 
service  unit.  The  building  is  old  and  obsolete  and  in  need  of  remodelling  to  the 
extent  it  would  not  be  economically  feasible. 

Recommend:  That  these  facilities  be  replaced  as  soon  as  possible,  beginning  at 
once  with  a  feasibility  study,  so  that  comprehensive  high  quality  health  care  can 
be  provided  to  all  Alaska  natives.  Further  recommend  that  adequate  funding  be 
made  available  to  AANHS  for  quality  operation  and  maintenance  of  all  health 
facilities. 

Health  Information  System  (HIS) 

A  barrier  to  quality  health  care  in  Alaska  has  been  the  deficiency  cf  health 
information  to  support  health  care  delivery;  its  planning,  management,  or  evalua- 
tion. Multiple  providers  and  facilities  separated  by  vast  distances  have  developed 
multiple  record  keeping  systems,  so  information  regarding  one  patient  may  be 
divided  in  as  many  as  seven  different  places,  if  he  received  health  care  every- 
where he  went,  and  not  all  information  in  any  one  place. 

The  IHS  Health  Information  System  (HIS)  is  a  computerized  problem-oriented 
health  information  system  specifically  designed  to  support  health  care  in  am 
ambulatory  setting.  The  system  was  developed  by  the  IHS  Office  of  Research  and 
Development  in  Tucson  and  was  successfully  tested  there  on  the  Papago  Reserva- 
tion for  over  five  years.  During  the  ATS-6  experiment  in  telemedicine  in  Alaska, 
the  HIS  was  used  and  implemented  in  the  Tanana  Service  Unit  where  it  remains 
as  a  benefit  of  that  experiment.  A  partial  system  has  been  made  available  tt> 
ANMC  specialists  as  a  Chronic  Disease  Registry.  Professionals  using  the  system 
strongly  support  it  and  cite  its  multiple  benefits,  its  utility  and  the  simplicity, 
sp^ed,  and  ease  with  which  information  is  both  entered  and  retrieved. 

For  several  years  the  native  health  boards  have  constantly  maintained  the 
HIS  as  one  of  its  high  priorities  of  unmet  needs.  The  National  Indian  Health 
Board  has  recommended  a  nation-wide  implementation  of  the  HIS.  The  con- 
ference of  service  unit  directors  and  the  council  of  clinical  directors  have  all 
approved  continuation  in  Tanana  service  unit  and  have  recommended  expansion 
into  the  rest  of  Alaska. 

Recommend:  That,  as  these  Native  and  Indian  leaders  have  requested,  and  as 
the  managers  and  providers  of  health  care  have  recommended,  funding  be  made 
available  at  once  to  AANHS  to  implement  a  Health  Information  System  state- 
wide, and  that  this  be  used  as  the  first  step  in  the  development  of  a  nationwide 
IHS  HIS.  Further  recommend  that  a  prior  request  of  native  health  boards  be 
carried  through  and  all  levels  of  providers  begin  using  at  once  the  uniform  reporting 
form  developed  for  inptit  into  HIS  instead  of  waiting  until  the  HIS  is  operational; 
the  benefit  of  this  form  to  providers  of  service  should  be  available  to  them  now. 

Management 

1.  Before  a  comprehensive  health  care  delivery  system  for  Alaska  Natives  can 
be  implemented  by  AANHS — either  directly  or  through  contracts  with  native 
organizations  and  private  providers — an  adequate  budget  system  and  funding 
base  must  be  made  available  by  congress  to  meet  ongoing  program  requirements 
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and  unmet  needs.  Recommend  full  funding  immediately  of  ongoing  programs 
and  planned  program  packages  to  fill  unmet  needs. 

2.  Priorities  which  cannot  be  resolved  due  to  insufficient  funding  get  shifted 
around  and  not  enough  emphasis  is  given  these  in  decision  making  in  respect  to 
using  the  available  funds  best  to  support  health  care.  Funds  available  for  channel- 
ing into  certain  operations  do  not  get  channelled  into  priority.  Instead,  the 
practice  is  to  wait  for  new  appropriations  before  the  objectives  for  filling  unmet 
needs  are  addressed.  Recommend  that  all  funding  be  applied  to  priority  ranked 
operations  wherever  possible. 

3.  To  cut  costs,  ineffective  procedures,  and  unnecessary  personnel,  the  Area 
native  health  board  several  years  ago  requested  that  AANHS  use  the  method 
applied  by  business  managements  to  have  an  outside  team  of  efficiency  experts 
review  Area  and  service  unit  managements  and  make  recommendations  for 
improved,  less  costly,  and  more  efficient  management.  Recommend  that  this  be 
done  at  once  and  the  recommendations  carried  out. 

4.  To  eliminate  poor  decision  making  and  poor  performance  by  some  manage- 
ment team  members,  there  needs  to  be  a  policy  established  and  adhered  to  for 
accountability  at  all  levels  and  all  departments  or  offices.  Recommend  that  this 
be  done  at  once. 

5.  Many  top  professionals — orthopedists,  eye  specialists,  anesthesiologists, 
internists,  surgeons,  otologists,  and  clinical  directors — feel  frustrated,  sometimes 
to  the  point  of  resigning,  in  their  attemps  to  provide  high  quality  health  care 
because  of  the  lack  of  basic  ancillary  support.  Recommend  that  adequate  ancillary 
support  be  mandatory  and  that  funding  to  provide  this  assistance  be  made 
available  immediately.  Further  recommend  that  recruitment  of  these  physician 
positions  and  support  staff  be  reviewed  by  headquarters  so  that  better  and 
accelerated  methods  and  procedures  will  be  applied  and  there  will  be  no  time  lost 
when  one  employee  leaves  and  a  replacement  steps  in. 

6.  Recommend  that  there  be  no  leave  with  pay  granted  to  professional  or  non- 
professional and  management  employees  for  time  or  travel  to  meetings,  workshops, 
or  seminars  unless  it  can  be  demonstrated  that  there  is  a  benefit  in  return  to  the 
health  care  or  health  delivery  to  Alaska  natives. 

Otitis  media 

Largely  disseminated  through  environmental  difficiencies,  otitis  media  affects 
Alaska  Natives  disproportionately.  Several  past  studies  were  made  and  there  is 
substantial  documentation  of  the  high  incidence  of  chronic  otitis  media  and  result- 
ing hearing  loss  and  deafness,  particularly  among  native  children.  The  problem  was 
so  severe  and  resources  so  inadequate  that  those  few  who  worked  desperately  to 
correct  the  wide-spread  damage  from  the  disease  were  instrumental  in  calling  to- 
gether an  interdisciplinary  conference  to  try  to  get  some  help.  From  this  confer- 
ence in  1968  came  a  planned  Otitis  Media  Project  specifically  to  reduce  the  inci- 
dence of  chronic  otitis  media  in  very  young  children. 

The  first  phase  of  the  plan  was  implemented  through  the  Alaska  Medical 
Center's  budget  since  that  facility  became  the  base  of  operations.  Finally,  respond- 
ing to  the  plea  for  special  funding,  congress  came  forth  in  November  of  1970  with  a 
special  yearly  appropriation  to  be  used  for  the  project.  An  emphasis  program  was 
developed  and  implemented  which  should  serve  as  a  model. 

Planned  systematically,  the  program  objectives  were  specifically  designed  in 
advance  of  its  implementation  and  data  has  been  collected  which  documents 
achievements  of  those  objectives.  There  have  been  no  deaths  in  Alaska  caused  by 
meningitis  from  chronic  otitis  media  for  the  last  six  years.  Incidence  of  chronic 
otitis  media  in  the  target  group  of  young  children  has  been  reduced  to  2.6  percent 
and  restorative  surgery  numbers  over  3,000  and  the  backlog  of  required  surgery 
in  this  age  group  is  expected  to  be  eliminated  by  the  end  of  fiscal  year  1977. 

This  dramatically  successful  program  is  in  danger  of  falling  apart.  It  is  very  hard 
to  retain  physician  (specialty)  leadership  in  the  program  and  the  turnover  has  been 
high.  It  has  taken  professionals  of  very  high  calibre  to  attain  the  high  success  of 
the  program.  They  have  been  very  dedicated  in  their  efforts  to  achieve  the  accom- 
plishments which  are  so  evident.  Problems  are  as  stated  under  the  "Personnel" 
heading.  Salaries  are  not  competitive  with  salaries  outside  AANHS — the  profes- 
sionals working  in  this  program  could  make  twice  as  much  in  private  practice 
here — and,  while  their  dedication  may  keep  them  in  the  program  awhile,  pressures 
of  family  and  personal  obligations  finally  cannot  be  ignored. 

1.  Recommend  that  salaries  be  upgraded  commensurate  with  abilities  and 
accomplishments,  and  that  incentives  to  hold  high  calibre  personnel  be  written 
into  this  and  all  other  programs. 
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2.  Recommend  that  since  it  has  been  made  doubly  difficult  to  accomplish  objec- 
tives in  a  timely  manner  when  help  is  grossly  insufficient,  provision  of  adequate 
basic  ancillary  support  be  made  a  mandatory  requirement  of  this  and  all  programs. 

3.  The  data  system  designed  to  support  this  otitis  media  program  is  maintained 
separately  and  apart  from  other  data  systems.  Its  information  is  mainly  a  manage- 
ment tool  and  is  not  available  to  clinicians  or  facilities  providing  care  at  remote 
sites.  Recommend  that  the  otitis  media  data  be  combined  with  the  operational 
reporting  system  along  with  all  other  important  clinical  information  and  that  this 
data  be  made  available  to  support  health  care  in  addition  to  its  support  in 
management. 

4.  Special  funding  has  been  appropriated  to  this  program  for  a  specific  target  age 
group.  Recommend  that  adequate  additional  funding  be  made  available  to  rectify 
actual  reductions  due  to  inflation  and  higher  costs.  Further  recommend  that  addi- 
tional funding  be  made  available  also  to  enlarge  the  program  so  that  the  same 
services  are  available  for  all  age  groups  including  adults  where  chronic  otitis  media 
remains  an  unmet  need. 

Personnel 

1.  Central  Payroll. — Many  complaints  have  been  voiced  about  this  office. 
Requested  changes,  such  as  just  a  change  of  address,  take  so  long  to  be  proc- 
essed that  it  usually  means  no  paychecks  for  several  pay  periods.  Our  native 
people  cannot  afford  to  live  when  their  pay  is  delayed  and  some  resignations  have 
resulted  from  this  intolerable  situation.  Recommend  an  immediate  investigation 
into  the  office  and  poor  performance  be  grounds  for  dismissal  of  responsible  staff. 
Further  recommend  decentralization  of  central  payroll  to  Areas  with  consultants 
available  from  headquarters. 

2.  Recruitment  and  Retention. — As  applied  to  qualified  personnel  is  difficult  and 
growing  more  so.  Recommend  (1)  Forming  a  policy  that  competitive  salaries  and 
fringe  benefits  be  established  in  comparison  to  like  positions  in  local  businesses 
for  all  personnel,  with  salary  incentives  for  those  providing  services  in  remote 
and  less  desirable  stations;  (2)  For  all  personnel — professional  and  non-profes- 
sional— who  have  initiated  development  and/or  establishment  of  outstanding 
services  and  programs,  without  regard  to  personal  or  family  hardships,  immedi- 
ately be  given  bonuses  or  reward  as  in  private  industry  and  salary  that  is  com- 
parative outside  IHS  for  such  high  calibre  performance  and  leadership;  (3)  All 
new  personnel — professional  and  non-professional  including  contract  care  person- 
nel— be  required  to  go  through  an  orientation  program  both  by  and  to  the  native 
community  to  promote  understanding  and  good  relations  between  native  con- 
sumers and  providers  of  health  care;  (4)  In  remote  areas  adequate  housing  and 
recreation  opportunities  suitable  to  the  personnel  and  family  must  be  made 
available. 

3.  Personnel  Office. — Almost  service-wide  these  departments  are  slow  or  lax  in 
recruitment  of  necessary  personnel.  Complaints  are  made  that  qualifications  or 
requirements  are  sometimes  changed  to  prevent  individuals  (Indians  or  Natives) 
from  qualifying  or  causing  them  to  be  classed  as  over-qualified.  Recommend  a 
policy  of  systemized  recruitment  be  established  with  Indian  Preference  prioritized, 
and  that  Area  and  native  board  review  and  evaluate  the  personnel  and  training 
office  performance  and  make  recommendations  for  needed  changes. 

4.  Positions. — Due  to  inflation  at  15  percent  and  mandatory  increases  at  only 
7  percent,  previously  funded  positions  have  been  left  vacant  and  it  is  not  possible 
to  maintain  the  current  level  of  services.  Recommend  that  all  services  affected 
by  cuts  in  personnel  due  to  inflation  be  immediately  restored  by  increasing  man- 
datory increases  at  par  with  inflation  and  making  this  retroactive  to  at  least  the 
last  five  years  to  restore  critical  cuts  in  personnel. 

5.  Local  Authority. — Authority  and  resources  are  placed  at  Headquarters  or 
Area  levels  so  decision  making  and  program  operations  are  very  often  delayed  or 
diluted  through  inefficiency  or  shifting  of  priorities.  Recommend  that  authority 
and  resources  be  delegated  through  new  policies  to  the  service  unit  level  where 
decisions  must  be  made  and  services  delivered. 

6.  Native/ Indian  Employment. — Although  IHS  has  many  Indians  and  Natives 
employed  in  IHS  facilities  and  at  all  levels  of  operations,  there  are  very  few  hold- 
ing positions  in  the  upper  grade  levels;  in  fact,  the  majority  remain  in  the  lowest 
grade  levels  throughout  their  employment  with  little  or  no  opportunities  for 
advancement.  Recommend  that  policy  be  adopted  for  a  special  program  to  be 
developed  specifically  to  increase  the  number  of  native  persons  trained  in  the 
health  field  and  then  located  in  places  to  serve  natives.  Further  recommend  that 
local  persons  who  will  continue  to  live  in  a  certain  community  must  be  trained 
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to  perform  certain  services,  which  could  be  monitored  and  aided  when  technical 
assistance  is  needed,  by  a  professional  (or  professionals)  at  a  central  location  such 
as  service  unit  hospital  or  Area  office.  Examples  are: 

(1)  Community  Health  Aides — already  used  very  successfully  here  in 
Alaska 

(2)  Community  Health  Practitioners — with  more  training  and  responsibility 
than  health  aides 

(3)  Health  Educator — to  work  with  communities  and  local  schools  for  better 
understanding  of  health  needs  and  promotion  of  improved  health  practices 

(4)  Emergency  vehicle  para  medics — to  drive  or  pilot  patients  in  emergencies 
or  disasters  (ambulances,  snowmobiles,  trucks,  boats  or  aircraft  might  all  be 
used  as  appropriate  to  the  area),  trained  in  emergency  life  saving  procedures 
and  in  the  use  of  life  saving  equipment,  and  safe  driving 

(5)  Mental  Health  Technicians — trained  to  provide  mental  health  emer- 
gency services;  to  provide  counselling  for  alcoholism,  teenagers  or  adolescents, 
family  groups  and  group  therapy;  to  provide  community  mental  health  pre- 
ventive programs;  and  to  give  follow-up  care  to  persons  returning  to  the 
community  after  institutional  or  hospital  inpatient  care 

6.  Sanitation  Aides. — trained  to  monitor  community  homes,  public  build- 
ings and  recreation  and  work  procedures  to  ensure  that  safety  features  and 
measures  are  installed  and  observed  so  as  to  prevent  accidents  and  injuries; 
to  teach  the  community  how  to  control  and/or  erradicate  animal  and  insect 
pests;  to  promote  awareness  of  safe  food  handling  at  schools,  community 
feasts,  and  eating  establishments;  and  to  work  with  the  village  councils  in 
planning  and  implementing  local  water  and  sewer  systems  and  a  solid  waste 
disposal  system. 

A  policy  is  needed  to  define  responsibilities  of  the  professional  and  the  non- 
professional, and  to  combine  the  efforts  of  the  two  groups  so  that  quality  of 
care  is  maintained. 

7.  Training. — Recommend  (1)  That  non-competitive  training  components 
be  included  for  personnel  in  all  programs  and  grade  or  wage  level;  (2)  Begin 
immediately  a  training  program  for  Alaska  Natives,  in  Alaska,  to  meet 
current  and  projected  health  professional  and  administrative  manpower 
needs ;  (3)  Place  emphasis  on  inservice  training  utilizing  available  specialists 
including  contracted  physicians,  dentists  and  PHNs:  (4)  Limited  travel  by 
all  personnel  to  outside  locations  for  training,  inlcuding  meetings  and  work- 
shops, as  the  cost  is  exorbitant  and  subtracts  considerable  funds  from  over- 
all training  of  both  professionals  and  non-professionals. 

Programs 

Community  Health  Aide 

1.  Recommend  that  there  be  provided  a  cost-of-living  and  a  cost-of-doing- 
business  differential  for  CHA  contractors  in  remote  regions  experiencing  higher 
living  costs  and  higher  costs  of  operation  than  in  other  regions  or  areas. 

2.  Recommend  that  CHAs  be  provided  salaries  commensurate  with  their 
capabilities  and  competive  with  other  village  salaried  positions.  They  now  receive 
salaries  based  on  phase  of  training  completed,  beginning  at  $540  and  when  they 
have  received  their  certificate  at  $760.  Other  village  salaries  in  comparison  are 
BIA  food  service  workers  at  $951  to  $1,002,  school  cooks  at  $1,052  to  $1,141, 
school  janitors  $1,141,  and  teacher  aides  at  $772  to  $1,112. 

3.  Recommend  that  procedures  be  adopted  for  monitoring  daily  CHA  channels 
to  ascertain  whether  or  not  the  CHA  has  adequate  communications  reliability 
and  to  initiate  maintenance  review  if  CHA  cannot  make  radio  or  telephone 
contact. 

4.  Recommend  development  of  program  and  policies  for  Community  Health 
Practitioners  with  more  advanced  training  than  CHAs  including  laboratory  and 
X-ray  capability.  This  would  reduce  expensive  patient  travel  and  physician  time. 

5.  Recommend  that  it  be  written  into  the  program  that  a  mandatory  require- 
ment of  the  CHA's  work  schedule  be  regular  meetings  with  the  village  health 
council  for  exchange  of  ideas  and  concerns. 

6.  Recommend  that  emergency  obstetrical  supplies  and  equipment  be  available 
in  all  villages  for  CHA  use  when  needed  in  emergency  cases. 

7.  Recommend  a  policy  be  adopted  for  the  program  that  CHAs  will  use  the  HIS 
uniform  reporting  form  beginning  now  and  that  CHAs  be  included  in  providers 
giving  input  into  the  overall  patient  data  system,  and  that  they  receive  feedback 
on  follow-up  care  needed  for  patients  discharged  back  to  the  village. 
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Contract  Health  Services 

1.  Inflation  has  increased  costs  of  contract  health  services  26  percent  during 
fiscal  year  1975  but  the  budget  has  increased  only  10  percent;  also,  there  is  an  ever 
increasing  demand  for  contract  health  services.  Recommend  that  the  budget  be 

ncreased  at  once  to  cover  this  discrepancy  in  costs  for  fiscal  year  1975  and  ad- 
justed commensurate  with  current  inflation  and  with  cost  differentials. 

2.  Recommend  immediate  addition  of  adequate  support  staff  to  IHS  Area 
contracting  offices  to  cover  clerical,  monitoring,  contracting  writing  and  fiscal 
activities  (i.e.  making  payments  for  work,  submitting  bills). 

3.  Recommend  that  Alaska  native  consumers  will  be  involved  in  rejection  or 
acceptance  of  contractors  providing  health  and/or  health  related  services  to  Alaska 
Natives. 

4.  Recommend  that  contract  policy  be  changed  or  developed  to  include  pro- 
visions for:  1)  Awarding  of  conditional  contracts  for  services  over  a  long  range 
period  to  facilitate  long  range  planning  by  contractors  and  service  unit  or  Area 
directors;  2)  Making  cost  effectiveness  a  prime  consideration  and  including  in- 
centives for  cost  reduction  in  all  contracts;  3)  Developing  uniform  specifications 
for  the  awarding  of  contracts  with  top  priorities  of  quality  proposals,  good  per- 
formance records,  tribal  approval,  and  assessment  of  needs;  4)  Unifying  several 
proposals  for  services  or  programs  within  one  contract  for  each  contractor. 

Dental 

Alaska  Natives  have  repeatedly  requested  that  manpower,  equipment,  travel, 
and  contract  funds  be  added  to  the  AANHS  Dental  Program  so  that  the  backlog 
of  needed  service  could  be  reduced.  A  lifetime  experience  of  carries  among  Alaska 
Natives  exceeds  all  other  IHS  areas  and  is  almost  twice  the  National  average. 
Decayed  or  missing  teeth  is  a  common  sight  in  all  native  villages.  Emphasis  of 
dental  care  has  been  placed  on  school  age  children  while  an  urgent  need  for  services 
remains  unmet  in  all  other  age  groups. 

1.  Recommend  expansion  of  this  program  and  sufficient  funding  to  include  adult 
and  family  oriented  care,  including  dentures,  especially  for  young  adults. 

2.  Dental  assistants  receive  salaries  discouragingly  low — in  fact,  lower  than 
dishwashers  or  janitors.  Recommend  that  civil  service  classification  of  dental 
assistants  be  upgraded  so  that  salaries  are  competitive  with  similar  work  cate- 
gories. 

3.  Recommend  that  as  villages  receive  water  systems,  these  be  supplied  with 
flouridation  equipment  and  local  persons  trained  for  maintainance  of  the  system 
-at  each  site  with  responsibility  placed  in  the  village  council  for  upkeep  through 
memo  of  agreement  or  contract. 

4.  Recommend  that  at  least  a  minimum  of  equipment  for  dental  service  be 
placed  at  each  service  unit  hospital  and  larger  clinics  for  use  of  field  dental  staff  to 
eliminate  such  wTide  use  of  cumbersome  portable  equipment. 

5.  Funding  increases  have  been  made  for  contract  services  but  increased  private 
dental  fees  have  increased  and  continue  to  take  much  more  funds  than  the  use  of 
IHS  staff  and  facilities  does.  Recommend  funding  to  increase  IHS  capabilities  to 
reduce  backlog. 

Community  Health  Development 
There  has  been  practically  no  technical  assistance  provided  or  offered  to  tribes 
in  their  development  of  initial  proposals — or  subsequent  proposals — for  community 
development  contracts.  In  Alaska  the  Headquarters  Division  and  Area  office  has 
pushed  tribes  (regions,  corporations,  entities,  departments)  into  contracts  for 
services  and  programs  formerly  provided  by  IHS  and  AANHS,  without  the 
involvement  of  the  service  unit  directors  in  charge  of  the  provision  of  those 
services. 

1.  Recommend  that,  as  the  name  of  the  Division  and  Area  office  implies,  that 
the  program  under  this  responsibility  be  primarily  concerned  with  the  provision 
of  aid  to  Alaska  Native  people  in:  (1)  the  development  of  village  based  economic 
resources  and  opportunities;  (2)  the  obtaining  of  education  and  training  of  village 
people  to  maintain  their  own  village  based  economic  enterprises  or  resources, 
including  but  not  limited  to  health  services;  (3)  establishing  and  building  tribal 
regulations  on  sanitation,  health,  and  housing,  including  provisions  for  carrying 
through. 

2.  Recommend  that  the  process  of  awarding  contracts  under  this  program 
include  review  and  input  by  management  and  native  health  boards  and  that 
future  contracts  have  regular  contracting  specifications  applied. 
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3.  Recommend  that  past  Division  contracts  and/or  grants  be  reviewed  by- 
management  and  native  health  boards  and  evaluated  for  cost  effectiveness  to  see 
if  Indian/Native  people  are  receiving  at  least  the  same  quantity  and  quality  of 
health  or  health  related  services  and  programs  under  this  program,  with  authority 
to  set  policies  for  change  if  needed. 

Mental  Health 

1.  Mental  Health  problems  continue  to  be  a  major  concern  of  both  AANHS 
medical  staff  and  to  Alaska  Native  people.  Almost  one-half  of  all  inpatient  and 
outpatient  encounters  are  for  mental  health  problems;  yet  less  than  1  percent  of 
the  AANHS  budget  is  for  mental  health  services.  Recommend  that  this  inad- 
equacy be  corrected  and  a  statewide  systematic  comprehensive  mental  health 
program  be  developed  and  implemented,  with  full  funding  appropriated  on  line- 
item  budget  allocation. 

2.  Recommend  elimination  of  police  or  state  trooper  intervention  in  commit- 
ment or  transportation  of  the  mentally  ill. 

3.  Recommend  an  epidemiological  study  of  services,  facilities,  and  programs 
for  mental  health  of  American  Indians  and  Alaska  Natives,  to  include  reviewing 
procedures  from  a  legal  and  a  humanitarian  point,  of  the  total  comprehensive 
health  plan  for  Indians/Natives  to  determine  the  scope  and  nature  of  the  problems 
so  that  sources  of  conflict  can  be  identified  and  sound  planning  with  tribes  can  be 
developed  to  include  preventive  and  therapeutic  programs 

4.  To  eliminate  areas  of  conflict  and  duplication  of  efforts,  recommend  separa- 
tion of  mental  health  and  social  services  programs.  Social  services  which  are 
needed  should  be  to  aid  patients  in  finding  shelter,  work,  food  and  clothing, 
and  religious  or  educational  services  for  the  medical  patients,  both  inpatients  and 
outpatients.  Counsellors  in  social  services  should  limit  their  aid  to  these  categories. 
Any  emotional  or  behavioral  problems  should  be  referred  to  mental  health  de- 
partment. A  team  effort  would  be  more  effective  in  many  areas  of  need. 

5.  Alcoholism  commissions  and  boards  are  largely  comprised  of  persons  working 
for  wages  derived  from  alcohol  programs.  Recommend  that  these  persons  be 
removed  from  boards  in  order  to  eliminate  biased  and  "self  interest"  decisions,  and 
that  tribal  health  organizations  or  entities  be  made  responsible  for  alcoholism 
and  drug  programs  as  part  of  their  comprehensive  health  plan. 

6.  Recommend  that  as  long  as  alcoholism  is  generally  recognized  as  a  medical 
problem,  it  should  be  treated  as  such  and  a  program  for  eradication  of  this  illness 
should  receive  the  same  planning,  implementation  and  evaluation  as  all  other 
medical  problems  under  the  same  health  care  delivery  system  for  Alaska  natives. 

7.  Health  problems  and  education  problems  are  closety  interelated.  In  schools 
and  vocational  training  programs  there  is  an  absence  of,  or  inadequate,  health 
screening  with  the  result  that  native  students  fail  scholastically  because  of 
health  conditions  or  problems.  The  ensuing  frustrations  are  leading  to  mental 
health  problems  of  the  future.  Recommend  that  educational  and  health  resources 
and  agencies  coordinate  planning  and  implementation  of  a  health  (including 
mental  health)  screening  program  for  all  students  upon  entering  all  levels  of  school 
and  training  programs  with  treatment  administered  when  and  where  appropriate. 
Further  recommend  that  this  screening  be  repeated  at  least  in  yearly  intervals 
to  ensure  that  health  conditions  do  not  interrupt  scholastic  endeavors. 

Program  packages  of  unmet  needs 
Priority  lists  of  unmet  needs,  with  documentation  and  cost  and  personnel 
projections,  are  developed  cooperatively  each  year  in  the  form  of  program  pack- 
ages by  service  unit  directors  and  service  unit  native  health  boards  at  the  local 
level,  and  by  program  chiefs  and  Area  native  health  boards  at  the  statewide  level. 
Considerable  time  and  effort  is  expended  through  this  process,  but  it  seem  an 
exercise  in  futility  by  all  parties  concerned,  at  this  point,  Although  some  priorities 
have  been  recognized  and  specifically  funded,  or  partially  funded,  most  of  the 
identified  unmet  needs  remain  unmet  year  after  year  and  the  appropriation 
requests  to  congress  do  no  reflect  these  consumer  and  manager  assessed  priorities. 
Recommend  that  directors  and  native  health  boards  at  all  levels  have  specified 
input  into  appropriation  requests  and  budget  projections,  and  that  they  also  have 
involvement  in  allocation  of  funding  with  monitoring  and  accountability  written 
into  the  process. 

Village  built  clinics 

1.  Recommend  that  leases  for  VBCs  include  inflationary  increases  experienced 
by  contractor,  including  higher  fuel  costs,  janitor  salary  increases,  higher  ad- 
ministration salaries  and  higher  cost  of  doing  business. 
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2.  Recommend  that  VBCs  be  regularly  inspected  by  the  local  health  council 
and  changes  made  according  to  their  recommendations. 

3.  Recommend  that  HIS  and  AANHS  provide  technical  assistance  to  village 
•counsils  to  ensure  that  all  community  health  aides  have  adequate  clinic  space  in 
which  to  perform  her  duties  and  that  field  professionals  have  sufficient  space  to 
perform  examination  and  treatment  functions  properly. 

4.  Recommend  funding  for  the  45  to  50  villages  without  VBCs  and  that  AANHS 
provide  consultation  to  these  villages  in  preparation  of  plans  and  proposals  for 
construction  and  leasing  of  VBCs  in  their  village. 

Sanitation 

A  continuing  problem  which  seems  insurmountable  is  that,  although  under 
PL  86-121  IHS  was  authorized  and  funded  to  install  water  and  sewer  systems  for 
all  new  native  housing,  both  in  the  new  houses  and  community-wide,  the  majority 
of  these  systems  have  failed.  Reasons  for  failures  have  been:  (1)  some  supplies  and 
personnel  were  not  available  for  the  work  when  the  houses  were  under  construction 
so  water  and  sewer  systems  had  to  be  installed  after  construction  of  houses  was 
completed;  (2)  engineering  technicalities  have  not  discovered  solutions  for  instal- 
lation of  workable  systems  where  there  is  extreme  cold  temperatures  for  a  signifi- 
cant portion  of  the  year  and  constant  perma  frost  in  the  ground;  (3)  insufficient 
personnel  and  equipment;  (4)  insufficient  funding;  (5)  an  unrealistic  workload  for 
all  personnel;  (6)  lack  or  delay  of  back-up  by  management  for  some  critical  deci- 
sions and  requests  by  the  office  of  environmental  health;  and  (7)  a  deficiency  of 
planning  and  funding  for  the  management,  operation,  maintenance  and  repair  of 
the  water  and  sewer  systems  that  do  get  constructed. 

Poor  or  absent  water  and  sewer  systems  and  a  lack  of  solid  waste  disposal 
systems  contribute  to  the  environment  conditions  which  lead  to  dissemination  of 
enteric  and  echinococcus  diseases  and  infectious  hepatitis.  The  hazardous  and 
rugged  conditions  which  make  up  the  environment  in  which  Alaska  native  people 
live  and  work  is  a  major  factor  in  the  disproportionate  number  of  deaths  and  hospi- 
talizations due  to  accidents  and  injuries  in  this  population. 

Before  the  passage  of  Public  Law  86-121  some  inroads  were  beginning  to  be 
made  into  the  backlog  of  unmet  needs  in  this  Area  with  a  comprehensive  environ- 
mental health  program.  Since  passage,  all  resources  are  being  directed  to  new 
housing.  In  spite  of  the  desperate  need  it  is  not  possible  for  all  those  in  need  to  have 
new  homes,  so  sanitation  facilities  are  needed  in  existing  homes  if  health  problems 
are  to  be  alleviated. 

Recommend  that  "121  projects"  continue  in  coordination  with  new  housing  as 
previously  recommended  here  under  Housing.  Further  recommend  that  funds  and 
personnel  be  made  available  through  congressional  appropriations  to  implement 
the  AANHS  comprehensive  environmental  health  program  established  prior  to 
Public  Law  86-121  which  included:  installation  of  water,  sewer  and  waste  disposal 
systems  in  all  native  villages;  accident  and  injury  control;  surveys  of  native  homes 
and  health  facilities  for  safe  and  sanitary  conditions;  animal  and  insect  control  with 
emphasis  on  rabies  and  hydatid  disease  prevention;  health  education  on  food 
service,  housekeeping,  and  radiological  control. 

Satellite  communications 

Although  it  may  seem  incongruous  to  those  who  do  not  comprehend  the  relation- 
ship, communications  has  been  identified  as  a  health  problem  by  Alaska  Native 
health  boards  and  the  providers  of  their  health  care.  No  health  delivery  S3^stem, 
especially  such  as  that  of  AANHS  which  covers  such  a  vast  geographic  area,  can 
function  effectively  or  efficiently  without  the  support  of  a  reliable  communications 
system.  In  medical  emergencies,  when  you  cannot  get  word  out  that  you  need 
assistance,  then  communications  becomes  a  serious  health  problem.  At  the  three 
levels  of  care  described  for  Alaska,  each  provider  relies  on  radio  or  telephone 
communications  primarily  for  requesting  aid,  making  diagnosis,  prescribing  treat- 
ment, arranging  for  patient  evacuation  to  hospitals  or  specialty  care,  and  in  devel- 
opment of  itineraries  for  field  medical  and  dental  teams,  public  health  nurses  and 
field  specialty  clinics. 

Peculiar  to  Alaska  and  other  Arctic  regions  are  ionospheric  and  atmospheric 
conditions  which  render  radio  communications  useless  at  times.  Telephones  in 
remote  villages  are  part  of  a  rudimentary  system  which  will  take  years  to  perfect 
and  are  out-of-order  for  long  periods  of  time. 

Space  technology  has  produced  communication  satellites  which  seem  to  be  a 
solution  to  Alaska's  communication  problems.  The  state  of  Alaska  jointly  with 
RCA  has  launched  two  satellites  to  cover  the  state  and  have  begun  the  installation 
of  earth  stations  in  the  native  villages. 
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Recommend  that  sufficient  funding  be  allocated  to  obtain  frequencies  on  earth 
stations  as  they  are  installed  and  that  they  be  installed  in  priority  order  already 
specified  by  the  native  health  boards.  Further  recommend  that  monitoring  com- 
munication stations  be  installed  in  all  service  unit  hospitals  to  ensure  that  all 
CHAs  and  other  providers  at  remote  village  or  hospital  sites  are  able  to  transmit 
and  receive  as  needed. 

Self-determination 

Traditional  native  "tribal  governments"  and  native  ways  of  life  were  drastically 
disorganized  by  family  and  community  disruptions  which  have  occurred  since  the 
Alaska  Natives  were  "discovered"  by  outsiders.  The  regional  corporations  estab- 
lished under  the  Alaska  Native  Claims  Settlement  Act  are  owned  by  shareholders, 
some  of  whom  live  outside  the  state,  and  use  of  the  monies  awarded  in  allotments 
under  the  Act  must  be  used  in  profit  oriented  activities  or  they  may  be  held  liable. 

Recommend  that,  since  regional  corporations  funding  cannot  be  used  for  non- 
profit purposes  or  programs,  and  these  corporations  are  not  set  up  as  governments 
but  as  business  entities,  funds  be  made  available  as  needed,  through  appropria- 
tions, to  assist  Alaska  natives  to  organize  within  their  communities  and  within 
their  respective  regions.  Whether  they  choose  to  reestablish  their  historical  form 
of  tribal  organization  with  the  native  village  "chief"  system  or  adopt  the  modern 
village  "president"  system  should  be  optional,  but  stipulations  are  essential  that 
the  democratic  system  be  used  for  the  choosing  of  leaders  by  the  "grass  roots" 
people.  Health,  education,  and  social  services  should  then  be  channelled  through 
these  tribal  organizations.  Further  recommend  that  native  health  boards  be  a 
component  of  this  native  organization  system. 

Telemedicine  experiment 

Communication  and  transportation  problems  in  Alaska  have  been  identified  by 
providers  and  consumers  as  critical  barriers  to  the  delivery  of  health  care  to 
Alaska  native  village  people.  Locally  based  community  health  aides  (CHAs)  as 
primary  providers  in  the  villages  form  the  cornerstone  of  the  health  care  delivery 
system  which  provides  health  care  to  Alaska  natives. 

[n  May  of  1974  NASA's  Applications  Technology  Sattelite  6  (ATS-6)  became 
operational  and  several  experiments  by  various  agencies  used  the  satellite  for  com- 
munications. IHS  was  permitted  to  use  the  satellite  for  an  experiment  in  the  unique 
Alaska  setting.  The  Area  Office  of  Program  Development  was  given  the  respon- 
sibility to  develop  a  plan  and  implement  the  experiment.  Despite  an  unrealistic 
time  constraint  and  an  absence  of  adequate  support  staff  the  experiment  was 
launched  on  time  and  is  a  model  for  future  study. 

With  the  use  of  satellite  telecommunications  physicians  in  the  service  unit 
hospital  and  the  specialists  in  the  Anchorage  based  Alaska  Native  Medical  Center 
delivered  medical  consultation  and  health  services,  via  two-way  television,  to 
remote  village  based  para-professional  community  health  aides  or  physician 
assistants.  These  para-professionals  presented  patients  to  physicians  via  television, 
often  zeroing  in  on  affected  areas  (i.e.  hand,  eye,  leg,  sore)  which  would  be  enlarged 
on  the  screen.  The  capability  to  transmit  electrocardiagram  (ECG)  and  stetho- 
phone  information  via  ATS-6  was  included.  The  Health  Information  System 
(HIS)  developed  in  HPSC  in  Tucson  was  used  and  retrieval  terminals  were  pro- 
vided at  each  location  for  retrieval  of  patient  records  from  the  HIS  in  Tucson. 
This  provided  immediate  access  to  the  necessary  health  history  as  supporting 
information  to  the  physicians  and  village  CHAs.  The  HIS  was  also  used  to  identify 
high-risk  patients  and  other  patients  requiring  attention  so  that  they  might  be 
contacted  for  teleconsultation.  To  ensure  patient  privacy  video,  audio,  and  data 
scramblers  were  made  available  in  each  location.  This  was  necessary  since  other 
locations  could  receive  the  transmissions. 

For  this  ATS-6  experiment  funding  inadequacies  limited  the  number  of  remote 
stations  served,  the  short  duration  narrowed  the  scope  of  the  project,  and  the 
operational  schedule  constrained  telemedicine  transactions  to  just  three  hours 
per  week.  However,  the  experiment  has  demonstrated  that  the  capabilities  pro- 
vided by  broadband  satellite  communications  can  be  effectively  used  in  the  treat- 
ment and  care  of  health  patients  in  remote  and  isolated  areas  such  as  Alaska.  It 
is  further  indicated  that  telecommunications  can  bring  together  various  categories 
of  providers  into  an  effective,  efficient,  and  cohesive  health  team,  even  though 
they  may  be  widely  scattered  across  vast  distances.  The  purpose  of  the  experiment 
was  to  find  methods  of  better  health  service  to  the  Alaska  Native  people  and  of 
elevating  their  health  status.  The  native  health  board  stressed  that  out  of  any 
experiment  some  benefit  should  remain  with  the  native  people  involved  after 
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completion  of  the  experiment.  The  HIS  was  implemented  in  the  service  unit 
involved  and  remains  as  a  benefit  in  health  care  delivery  to  the  native  population 
of  that  area. 

Recommend  that,  as  requested  by  Alaska  native  health  boards,  a  follow  up 
project  for  further  study  be  implemented  using  ATS-6  upon  its  return  from  India, 
or  any  other  available  satellite.  It  has  been  demonstrated  that  telcmcdicine  must 
be  the  way  of  the  future  as  an  operational  system  in  the  support  of  health  care 
delivery  especially  for  Alaska,  but  also  for  other  remote  areas  of  this  health  care 
delivery  system.  An  interim  video  telemedicine  experiment  is  recommended  to 
bridge  the  gap  between  this  first  experiment  and  an  operational  system  in  order 
that  a  best  possible  sjrstem  can  be  designed. 
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IV.  The  Impact  of  National  Health  Insurance  on  Indian  Health  Issues 


i.  introduction 

In  recent  years  national  health  insurance  has  received  increasing  attention  as 
a  means  of  meeting  the  health  needs  of  all  Americans.  Rising  costs  of  care  and 
dissatisfaction  with  accessibility  have  led  to  widespread  recognition  of  a  need 
for  a  change  in  the  health  care  sj'stem.  Conservatives  and  liberals  alike  have  come 
to  view  some  form  of  national  health  insurance  as  an  acceptable  means  for  effecting 
change.  Hence,  the  plethora  of  bills  proposing  some  form  of  national  health 
insurance  that  have  been  introduced  into  the  92nd,  93rd,  and  now  the  94th 
Congress.  The  national  health  insurance  systems  proposed  have  varied  widely  in 
scope  and  orientation.  Proposals  range  from  comprehensive  benefit  packages  to 
limited  attempts  to  ameliorate  the  most  catastrophic  expenses.  Proposals  also 
vary  in  their  recognition,  if  an}',  of  organizational  and  distributional  problems 
in  the  health  care  system.  However,  the  commonality  in  national  health  insurance 
bills  now  before  Congress  is  that  they  propose  new  financing  mechanisms  for 
health  care  and  not  new  delivery  systems.  This  distinction  is  important  when 
examining  the  Indian  health  issues  because  Indian  Health  Service  (IHS)  is  not 
only  a  financing  mechanism  but  also  a  delivery  system. 

National  health  insurance  bills  introduced  into  congress  have  to  date  paid  little 
attention  to  Indian  health  issues.  All  bills  have  a  provision  that  Indian  Health 
Service  shall  continue  as  currently  organized  and  funded.  Some  bills  have  made 
provisions  for  study  of  Indian  Health  Service  to  determine  appropriate  ways  in 
which  to  coordinate  it  with  national  health  insurance.1  However,  no  bills  have 
contained  a  specific  Indian  section  which  recognizes  the  special  Indian-federal 
relationship  on  health  issues.  For  the  most  part  it  would  seem  that  the  bills' 
sponsors  assume  Indian  Health  Service  will  continue  to  deliver  care  to  Indian 
people  and  will  be  unaffected  by  national  health  insurance. 

However,  the  assumption  that  such  a  major  financing  mechanism  as  national 
health  insurance  can  be  introduced  with  little  or  no  impact  on  Indian  Health 
Service  and  Indian  health  care  would  seem  to  be  erroneous.  While  national  health 
insurance  may  allow  Indian  Health  Service  to  continue  as  a  separate  financing 
and  delivery  system,  the  very  existence  of  national  health  insurance  will  raise 
significant  questions  about  the  adequacy  of  the  Indian  health  delivery  system 
and  the  desirability^  of  a  seemingly  "duplicate"  financing  mechanism.  Obviously 
the  exact  nature  of  questions  and  issues  raised  will  vary  with  the  type  of  national 
health  insurance  system  enacted.  It  is  conceivable  that  a  limited  form  of  cata- 
strophic health  insurance  will  have  fewer  implications  than  a  comprehensive  sys- 
tem. Nevertheless,  the  adoption  of  any  form  of  national  health  insurance  will  call 
into  question  three  major  issues  of  fundamental  concern  to  all  Indian  people:  (a) 
Indians'  special  relationship  with  the  federal  government  concerning  health,  (b) 
tribal  sovereignty  and  self-determination,  and  (c)  Indian  rights  as  U.S.  citizens. 
At  present  no  national  health  insurance  bill  includes  any  recognition  of  these 
issues.  It  is  our  contention  that  if  a  national  health  insurance  bill  is  passed  without 
a  separate  Indian  section  clarifying  such  issues,  then  Indians  stand  to  see  their 
rights  to  health  care  eroded. 

Thus  it  is  the  purpose  of  this  paper  to  examine  the  impact  of  national  health 
insurance  on  Indians  and  Alaska  Natives  and  on  the  mechanisms  established  to 
deliver  health  care  to  them — Indian  Health  Service,  Tribal  Agencies,  and  urban 
Indian  health  boards.  Since  the  Indian  Health  Service  is  the  major  delivery  system 
for  Indian  people  it  is  the  primary  focus  of  the  analysis.  The  questions  raised  in 
regard  to  Indian  rights  for  health  care,  tribal  sovereignty,  self-determination  and 
Indian  rights  as  U.S.  citizens  are  discussed.  Five  national  health  insurance  bills 
now  before  the  94th  Congress  are  used  to  illustrate  the  range  of  approaches  to 
national  health  insurance  and  implications  for  Indian  health  care.  Finally  problems 
and  opportunities  raised  by  national  health  insurance  are  summarized  and 


1  Kennedy-Corman  Bill  (S.  3  and  H.R.  21). 
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potential  strategies  are  suggested.  It  is  hoped  that  the  material  presented  here  will 
aid  policy  makers  at  all  levels  to  evaluate  the  impact  of  proposed  national  health 
insurance  legislation  on  Indian  and  Alaska  Native  people. 

II.   INDIAN  HEALTH  ISSUES  AND  NATIONAL  HEALTH  INSURANCE 

It  is  sometimes  suggested  that  Indian  people  should  not  be  concerned  about 
national  health  insurance  and  that  it  will  have  no  impact  on  Indian  health  care. 
However,  such  an  assertion  ignores  two  important  facts  about  Indian  health 
issues.  Firstly  Indian  people  have  dual  rights  to  health  care  both  as  Indians  and  as 
U.S.  citizens  and  regardless  of  national  health  insurance's  impact  on  Indian  health 
rights,  it  most  certainly  affects  Indians  as  U.S.  citizens  along  with  all  other  U.S. 
citizens.  Secondly,  the  effect  of  national  health  insurance  on  Indian  people  is 
different  according  to  where  they  live.  For  the  almost  500,000  Indian  people  who 
do  not  live  on  federally  recognized  reservations  served  by  Indian  Health  Service, 
manj-  of  their  Indian  rights  to  health  care  have  already  been  severely  curtailed. 
Since  many  non-reservation  Indians  are  living  in  poor  socioeconomic  circum- 
stances and  have  limited  access  to  health  services,  national  health  insurance 
potentially  offers  a  means  of  alleviating  financial  barriers  to  health  care.  Further- 
more, if  national  health  insurance  is  drafted  to  recognize  Indian  health  issues,  it  is 
conceivable  that  Indian  rights  to  health  care  for  many  non-reservation  people 
could  be  reestablished.  In  addition  to  the  above  considerations,  treaties,  laws,  and 
court  cases  have  established  rights  of  tribal  sovereignty,  and  recent  federal  policy 
has  guaranteed  tribes  the  right  of  self-determination.  As  a  major  national  health 
program,  national  health  insurance  promises  to  have  significant  impact  on  all 
these  rights. 

National  health  insurance  is  almost  certain  to  have  impact  throughout  the 
entire  U.S.  health  system.  Although  initial  legislative  intentions  may  be  to 
maintain  specialized  segments  of  the  existing  health  care  system,  such  as  Indian 
Health  Service  and  the  Public  Health  Service,  original  intentions  can  be  changed 
in  the  face  of  the  momentum  created  by  a  large  system.  As  a  national  health 
insurance  system  becomes  the  major  method  of  financing  health  care,  several 
factors  which  may  change  original  legislative  intentions  become  important. 
Firstly,  the  impetus  toward  administrative  conformity  cannot  be  overlooked. 
There  are  likelj"  to  be  strong  arguments  for  bringing  all  government  financed 
elements  of  the  health  care  system  under  the  same  funding  mechanism.  Secondly, 
arguments  about  duplication,  and  potential  cost  savings  to  be  gained  b}^  elimi- 
nating duplication,  are  to  be  anticipated.  It  may  be  suggesed  that  both  the  Indian 
Health  Service  and  the  national  health  insurance  funding  mechanisms  are  un- 
necessary and  that  cost  savings  could  be  obtained  if  Indian  Health  Service  is 
subsumed  under  the  national  health  insurance  financing  mechanisms.  The  danger 
is  that  if  national  health  insurance  swallows  up  Indian  Health  Service,  its  original 
purpose  and  the  needs  and  rights  of  Indians  may  well  be  lost.  Lastly,  the  federal 
government's  established  policy  of  withdrawing  from  direct  delivery  of  health 
care  must  also  be  recognized.  Pressure  to  withdraw  from  the  operation  of  PHS 
hospitals  may  eventually  be  extended  to  pressure  to  withdraw  from  operation  of 
Indian  Health  Service.  For  these  reasons,  if  the  national  health  insurance  bill 
enacted  does  not  deal  with  Indian  health  care  issues  specifically,  there  is  a  danger 
that  national  health  insurance  will  result  in  a  gradual  erosion  of  Indian  rights. 

The  major  areas  of  concern  regarding  Indian  rights  to  health  care  that  have 
been  identified  are  as  follows: 

1.  The  special  relationship  between  Indians  and  the  federal  government  that 
entitles  Indians  to  health  care  at  no  cost. 

2.  Tribal  sovereignty  and  Indian  self-determination. 

3.  The  rights  of  Indians  as  U.S.  citizens. 

Each  of  the  above  will  be  examined  and  discussed  below. 

A.  Indian/ Federal  Relationships 

The  special  relationship  between  Indians  and  the  federal  government  on  health 
entitles  them  to  comprehensive  health  services  at  no  cost.  The  federal  government 
has  discharged  this  responsibility  through  the  Indian  Health  Service,  which  pro- 
vides health  care  delivered  by  Indian  Health  Service  personnel  in  Indian  Health 
Service  facilities  and  through  the  contract  care  program.  The  basis  for  the  special 
Indian-federal  relationship  is  the  treaties  signed  between  many  Indian  tribes  and 
the  federal  government.  The  treaties  provide  for  the  delivery  of  health  services  in 
return  for  relinquishing  land.  The  federal  responsibility  for  health  care  has  been 
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acknowledged  in  the  Snyder  Act  of  1924  (24  USC  12)  and  again  in  the  Indian 
Health  Service  Transfer  Act  by  which  responsibility  for  Indian  health  was  trans- 
ferred to  HEW.  While  the  Snyder  Act  poses  some  problems  for  Indian  people  in 
the  vagueness  with  which  the  federal  responsibilities  for  health  care  were  described, 
it  remains  the  legal  basis  for  Indian  Health  Service. 

h  Indian  Health  Service  as  a  financing  mechanism. — In  examining  the  position 
of  Indian  Health  Service  under  national  health  insurance,  a  discinction  must  be 
made  between  the  implications  of  national  health  insurance  for  Indian  Health 
Service  as  a  financing  mechanism  and  as  a  delivery  mechnaism.  As  a  financing 
mechanism  for  Indian  health,  Indian  Health  Services  pays  for  outpatient  and 
inpatient  care  for  Indian  Health  Service  beneficiaries  whether  provided  through 
its  own  facilities  or  through  the  contract  care  program.  In  addition,  Indian 
Health  Service  also  finances  ''public  health  services"  such  as  sanitation,  outreach, 
and  health  education  services  on  those  federally  recognized  reservations  which 
it  serves.  Thus  on  reservations  Indian  Health  Service  is  financing  services  normally 
provided  by  city  and  county  health  departments.  Even  when  tribes  have  assumed 
responsibilities  for  delivery  of  public  or  personal  health  services  formerly  provided 
by  Indian  Health  Service,  the  tribes  are  still  primarily  dependent  on  Indian 
Health  Service  for  the  funding.  The  danger  that  national  health  insurance  poses 
is  that  if  it  becomes  the  major  financing  mechnaism  for  health  services  it  may 
well  not  include  funding  for  the  range  of  health  services  now  available  through 
Indian  Health  Service.  Even  if  the  need  for  financing  of  environmental  and  other 
health  services  were  recognized,  it  is  by  no  means  clear  that  tribal  sovereignty 
and  self-determination  would  be  protected  by  the  funding  mechanism  developed. 
It  is  possible  that  if  the  original  national  health  insurance  legislation  established 
the  necessity  for  the  entire  range  of  service  now  provided  by  Indian  Health 
Service,  plus  the  principles  of  tribal  sovereignty  and  self-determination,  then  any 
subsequent  inclusion  of  Indian  Health  Service  would  be  accomplished  with  recog- 
nition of  these  principles. 

2.  Indian  Health  Service  as  a  delivery  system. — While  national  health  insurance 
is  not  a  health  delivery  system,  it  still  poses  questions  for  the  Indian  Health 
Service  delivery  role.  There  are  already  long  standing  pressures  for  HEW  to 
move  out  of  health  delivery;  witness  the  gradual  whittling  away  of  the  PHS 
hospital  system  for  merchant  seamen.  While  it  may  be  argued  that  the  case  for 
Indian  Health  Service  is  different,  given  the  inadequacies  or  nonexistence  of 
non-federal  health  providers  in  many  remote  areas  served  by  Indian  Health 
Service,  such  an  argument  may  be  weakened  if  national  health  insurance  gives 
Indians  the  means  to  purchase  care.  At  present  there  are  no  incentives  for  the 
private  health  system  to  serve  reservations.  However,  with  national  health 
insurance  it  may  be  argued  that  it  is  more  economical  for  the  government  to 
provide  incentives  for  private  health  care  systems  to  serve  reservations  and  be 
reimbursed  through  the  insurance  sj^stem,  than  it  is  for  Indian  Health  Service  to 
continue  in  a  direct  delivery  role.  On  the  other  hand,  it  should  be  noted  that 
such  arguments  for  non-federal  health  care  overlook  the  unwillingness  and  limited 
ability  of  private  health  care  to  meet  the  needs  of  rural,  low  income  groups  with 
different  cultures,  even  when  those  groups  have  the  funds  to  purchase  care.  Even 
the  involvement  of  tribes  as  health  care  deliverers  poses  problems  if  it  were 
based  on  compulsion  or  lack  of  alternatives.  Self-determination  policy  is  based 
on  the  principle  that  all  tribes  should  have  a  free  choice  in  whether  or  not  tbey 
wish  to  administer  programs. 

3.  Indian  rights  and  payment  for  health  care. — Another  issue  national  health 
insurance  poses  for  the  special  Indian-Federal  relationship  on  health  is  that  of 
payment.  A  very  important  element  of  the  special  relationship  is  that  health  care 
should  be  provided  at  no  cost  to  Indian  people.  National  health  insurance,  how- 
ever, is  based  on  consumers  paying  for  health  care  be  it  through  taxation,  pre- 
miums, co-insurance,  or  deductibles.2  Indian  groups  examining  national  health 
insurance  have  recognized  the  payment  issue  and  have  almost  universally  devel- 
oped policy  statements  holding  that  Indians  should  not  pay  for  health  care  and 
that  Indian  Health  Service  should  pay  all  national  heath  insurance  costs  levied 
on  Indian  consumers.  This  position  is  not  likely  to  receive  federal  government 


2  Deductibles  are  specified  amounts  that  a  consumer  must  pay  before  the  insurance 
pays  anything.  Co-payments  or  co-insurance  are  amounts  a  consumer  must  pay  at  the 
same  time  that  the  insurance  is  contributing.  Copayments  usually  take  effect  after  a 
consumer  has  paid  the  deductible.  For  example,  a  policy  may  have  a  deductible  of  8100 
and  then  co-insurance  of  20  percent  up  to  a  $1,000  limit.  Thus  after  the  consumer  has 
paid  the  first  $100  himself/herself,  then  the  consumer  would  pay  $180  of  the  next  $900 
of  expenses  and  the  insurance  company  would  pay  $720. 
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Support,  as  it  will  raise  the  cost  of  national  health  insurance  and  increase  adminis- 
trative complexity.  In  fact,  it  can  be  argued  that  Indians  already  pay  for  health 
"Cure  in  that  everyone  who  pays  federal  income  tax  contributes  to  health  programs. 
This  is  not  to  say  that  a  direct  tax  or  direct  payment  for  health  care  by  Indians 
would  not  be  a  rather  different  precedent. 

In  addition  to  the  legal  and  historical  principles  at  stake,  some  very  practical 
problems  also  arise.  While  Indian  Health  Service  already  pays  co-insurance  and 
deductibles  for  some  beneficiaries  under  certan  circumstances,  it  has  no  legal 
authority  to  pay  premiums.3  Furthermore  if  national  health  insurance  is  to  be 
financed  by  taxation,  the  political  realities  of  exempting  Indians  from  nationwide 
taxation  do  not  look  favorable.  Even  if  these  political  obstacles  were  to  be  over- 
come, exempting  Indians  from  taxation  for  health  presents  some  substantial 
administrative  problems.  Issues  raised  in  relation  to  payment  for  health  services 
under  national  health  insurance  will  be  discussed  at  greater  length  in  Chapter  III, 
Seccion  C. 

4.  Nonreservation  Indians  and  Indian  rights. — Underlying  the  whole  question 
of  Indian-federal  relationships  is  the  question  of  whether  all  Indians  are  included 
in  that  relationship  or  just  those  living  on  federally  recognized  reservations. 
This  policy  is  justified  and  necessitated  by  the  limitations  of  the  Indian  Health 
Service  budget.  The  budget  is  currently  only  sufficient  to  meet  70  percent  of  the 
health  needs  of  reservation  based  people.4  However,  many  Indian  people  maintain 
that  the  special  Indian-federal  relationship  is  valid  no  matter  where  an  Indian 
may  live.  Many  Indian  and  Alaska  Native  people  who  do  not  live  on  federally 
recognized  reservations  or  in  Alaska  have  no  wish  to  see  their  Indian  rights 
further  eroded  by  national  health  insurance.  Several  Indian  groups  have  recognized 
the  position  of  non-reservation  Indians,  and  in  policy  statements  regarding  na- 
tional health  insurance  have  asserted  the  rights  of  all  Indians  to  receive  health 
care  free  of  charge.  The  problems  raised  by  this  position  are  many — cost,  delivery 
mechanisms,  and  the  definition  of  Indians  who  are  to  be  eligible  for  no  cost 
health  care  under  national  health  insurance. 

Of  the  above  problems,  probably  the  most  significant  to  Indian  people  is 
that  of  who  would  be  considered  to  be  an  Indian.  There  seem  to  be  four  major 
alternative  definitions  of  an  Indian  that  could  be  used  under  a  national  health 
insurance  provision  exempting  Indians  from  payment.  These  definitions  are: 

1.  All  Indians  residing  in  the  areas  now  designated  as  to  be  served  by  Indian 
Health  Service. 

2.  All  members  of  federally  recognized  tribes. 

3.  All  Indians  who  are  at  least  one  quarter  Indian  blood. 

4.  All  people  who  define  themselves  as  Indians  and  who  are  accepted  as  Indiana 
by  Indian  communities. 

Each  definition  poses  problems.  In  particular  the  narrower  definitions  are  likely 
to  create  great  devisiveness  in  Indian  communities.  A  further  problem  is  that  of 
cost.  Inclusion  of  all  Indians  and  Alaska  Natives  in  cost  exemption  from  national 
health  insurance  will  be  twice  as  costly  as  exempting  only  reservation  based 
people.  For  this  reason  alone,  if  legislators  are  willing  to  make  any  cost  exemptions 
for  Indians  it  is  likely  to  be  on  the  basis  of  a  narrow  definition  of  an  Indian. 

B.  Tribal  Sovereignty  and  Indian  Self-determination 

Questions  raised  by  national  health  insurance  regarding  tribal  sovereignty 
and  self-determination  concern  the  issues  of  the  position  of  Indian  Health  Service 
and  tribal  agencies  as  health  care  providers,  especially  if  states  are  involved  in 
administering  the  health  insurance  system,  and  the  lack  of  a  role  for  tribes  in  a 
national  health  insurance  system. 

1.  IHS  and  tribal  agencies  as  national  health  insurance  -providers. — At  present 
Indian  Health  Service  does  not  collect  third  party  payments  for  services  rendered 
in  its  facilities  even  when  beneficiaries  have  some  form  of  insurance.  The  Indian 
Health  Care  Improvement  Act  now  being  debated  in  Congress  could  change  this 
situation  as  it  includes  authorization  for  Indian  Health  Service  to  collect  third 
party  payments.  Undoubtedly  any  system  developed  by  which  Indian  Health 
Service  may  collect  third  party  payments  will  have  substantial  implications  for 
the  functioning  of  Indian  Health  Service  under  a  national  health  insurance  system. 
However,  at  present  national  health  insurance  proposals  generally  exclude  Indian 


3  The  authority  given  to  the  Indian  Health  Service  under  the  HMO  Act  to  pay  premiums 
has  been  interpreted  to  mean  only  monthly  dues  to  a  health  maintenance  organization. 

4  Urban  Associates  Inc.,  A  Study  of  the  Indian  Health  Service  and  Indian  Tribal  Involve- 
ment in  Health,  Office  of  Special  Concerns,  DHEW,  August,  1976,  p.  180. 
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Health  Service  as  a  provider  and  thus  make  no  provisions  for  reimbursement  of 
services  rendered  by  Indian  Health  Service. 

There  are  some  strong  arguments  for  allowing  Indian  Health  Service  to  collect 
payments  through  national  health  insurance  associated  both  with  the  current 
underfunding  of  IHS  and  Indian  rights  as  U.S.  citizens.  These  arguments  are 
reviewed  in  Section  C.  There  are  also  problems  posed  by  Indian  Health  Service 
and  tribal  agencies  being  recognized  as  providers.  It  is  highly  probable  that  Indian 
Health  Service  and  tribal  agencies  would  be  governed  by  the  regulations  developed 
for  all  national  health  insurance  providers.  Such  regulations  are  likely  to  involve 
the  certification  of  facilities,  the  licensing  and  qualification  of  individual  providers, 
quality  reviews  and  cost  reviews.  Such  regulations  and  reviews  could  well  be  con- 
strued as  violating  the  principle  of  tribal  sovereignty,  especially  if  states  are  in- 
volved. State  involvement  would  violate  the  principle  upheld  by  the  Supreme 
Court  that  states  have  no  jurisdiction  on  federally  recognized  Indian  reservations. 
Furthermore,  if  Indian  Health  Service  and  the  tribes  are  recognized  as  providers, 
it  is  quite  likely  that  they  could  be  required  to  become  community  facilities  serving 
all  people  and  not  just  Indians.  While  this  may  cause  no  change  in  the  status  quo 
for  some  of  the  more  remote  facilities,  the  principle  of  Indian  rights  and  tribal 
sovereignty  may  be  jeopardized  by  such  a  regulation.  It  is  possible,  of  course,  that 
special  federal  regulations  could  be  developed  for  Indian  health  facilities  and 
programs  that  could  avoid  some  of  the  more  direct  threats  to  tribal  sovereignty  and 
self-determination.  However,  the  problems  presented  by  Indian  Health  Service 
and  tribes  becoming  national  health  insurance  providers  should  not  be  overlooked 
in  the  anticipation  of  additional  national  health  insurance  revenue. 

2.  Lack  of  a  tribal  role  in  national  health  insurance. — The  right  of  tribal  self- 
determination  has  been  affirmed  as  a  major  principle  of  federal  Indian  policy. 
Yet  the  implementation  of  a  national  health  insurance  system  involving  Indian 
Health  Service  and  the  tribes  as  providers  could  lead  to  a  decrease  in  tribal 
control  of  health  policy  unless  there  was  special  recognition  of  this  issue.  National 
health  insurance  would  probably  lead  to  increasing  non-Indian  control  of  quality 
and  cost  of  care  standards,  and  of  health  practitioners  and  facilities,  as  existing 
federal  and/or  state  standards  (plus  new  criteria  instituted  under  national  health 
insurance)  were  imposed  on  Indian  Health  Service.  It  is  reasonable  to  suppose 
that  given  the  limited  number  of  Indians  qualified  and  available  to  work  in  regu- 
latory positions,  the  majority  of  the  review  of  Indian  Health  Service  delivery 
standards  would  be  in  the  hands  of  non-Indians.  Unless  special  provisions  were 
made,  the  Area  and  Service  Unit  Health  Boards  that  potentially  can  have  input 
into  health  policy  and  procedures,  would  be  bypassed  and  left  without  a  role. 
Lack  of  a  tribal  role  in  national  health  insurance  is  further  complicated  by  the 
limited  role  for  consumers  under  many  national  health  insurance  bills.  Since 
Indians  are  a  relatively  small  percentage  of  all  consumers,  Indian  roles  in  policy 
making  could  be  very  small  indeed. 

Another  problem  in  some  national  health  insurance  bills  is  that  they  could 
lead  to  a  termination,  or  at  least  a  drastic  deduction,  in  the  availability  of  special 
health  project  funds.  The  rationale  for  such  a  funding  reduction  is  likely  to  be 
that  national  health  insurance  will  support  a  sufficiently  wide  range  of  services 
to  make  special  funding  unnecessary.  Thus  tribes  may  find  funds  for  alcoholism 
and  mental  health  programs,  now  obtainable  through  HEW,  sharply  curtailed. 
It  has  also  been  suggested  that  national  health  insurance  could  lead  to  tribes  being 
forced  to  assume  responsibilities  for  their  health  programs  at  a  faster  rate  than  is 
desired  by  the  tribes.  It  is  conceivable  that  this  situation  could  arise  if  the  federal 
government  wished  to  relinquish  responsibility  for  delivering  direct  health  serv- 
ices and  thus  gave  tribes  only  a  limited  time  period  to  devise  alternative  delivery 
mechanisms. 

C.  The  Rights  of  Indians  as  U.S.  Citizens 

National  health  insurance  is  likely  to  give  all  U.S.  citizens  new  rights  to  health 
care.  Depending  on  the  type  of  national  health  insurance  program  enacted,  it 
may  well  happen  that  U.S.  citizens  are  given  rights  to  a  health  benefit  package 
that  is  in  some  ways  broader  than  the  services  available  to  Indians  under  IHS. 
Questions  raised  by  such  a  development  involve  the  quantity  and  quality  of  IHS 
services  and  the  position  of  non-reservation  people  asserting  dual  rights  as 
citizens  and  as  Indians. 

1.  Quantity  and  quality  of  IHS  services. — The  essential  difference  between 
health  services  potentially  available  under  national  health  insurance  and  those 
now  available  through  Indian  Health  Service  lies  in  the  concept  of  a  benefit 
package.  Under  national  health  insurance  all  covered  consumers  would  be  eligible 
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to  receive  a  defined  range  of  services  up  to  specified  limits.  Certainly  in  some  of 
the  proposed  systems,  availability  of  services  would  be  modified  by  the  require- 
ments to  pay  co-insurance  and  deductibles.  However,  under  more  comprehensive 
proposals  such  as  the  Kennedy-Corman  Bill,  covered  services  would  be  available 
without  copayment  and  in  response  to  need.  Indian  Health  Service,  on  the  other 
hand,  offers  no  benefit  package  per  se.  Indian  people  presenting  themselves  at 
Indian  Health  Service's  facilities  are  eligible  to  receive  whatever  services  they 
need  in  the  amount  required,  providing  that  the  facility  has  the  capability  of 
delivering  those  services.  Service  delivery  capability  is  limited  by  the  budget  and 
there  are  no  guarantees  that  any  given  types  or  amounts  of  services  will  be  avail- 
able to  beneficiaries.  Thus,  as  often  happens  towards  the  end  of  the  fiscal  year, 
some  Indian  Health  Service  beneficiaries  find  that  they  cannot  get  needed  services. 
Therefore  it  is  possible,  particularly  if  a  relatively  comprehensive  form  of  national 
health  insurance  is  passed,  that  Indians  may  have  less  comprehensive  services  in 
the  sense  that  no  range  of  services  is  guaranteed.  This  eventuality  would  seem 
even  more  likely  when  it  is  remembered  that  Indian  Health  Service  and  tribal 
health  programs  are  presently  severely  underfunded.5  Hence,  a  national  health 
insurance  system  that  would  simply  leave  Indian  Health  Service  to  deliver  health 
care  with  the  present  funding  level  could  relegate  Indian  people  to  second  class 
status  for  health  services. 

In  addition  to  the  question  of  the  establishment  of  rights  to  given  quantities 
and  types  of  services,  the  existence  of  national  health  insurance  would  pose  ques- 
tions about  the  quality  of  services  delivered  by  Indian  Health  Service.  It  is 
acknowledged  that  Indian  Health  Service  is  underfunded.  Recent  testimony  in 
response  to  the  Indian  Health  Care  Improvement  Act  has  produced  documenta- 
tion of  severe  deficiencies  in  quality  of  facilities  and  number  of  personnel.6  Such 
deficiencies  cannot  help  but  affect  the  quality  of  services.  If  national  health  insur- 
ance establishes  for  U.S.  citizens  certain  acceptable  levels  of  quality  as  well  as 
quantity,  then  how  is  Indian  Health  Service  to  meet  the  same  standards  for  its 
beneficiaries  without  additional  funding? 

One  answer  to  these  questions  of  quality  and  quantity  of  services  would  seem 
to  some  to  he  in  including  Indian  Health  Service  and  tribal  agencies  as  national 
health  insurance  providers.  In  this  waj'  Indian  Health  Service  could  potentially 
tap  a  new  source  of  funds  with  which  to  upgrade  care.  The  main  danger  in  this 
approach  seems  to  lie  in  the  potential  for  Congress  and  the  Office  of  Management 
and  Budget  to  construe  Indian  Health  Services'  access  to  both  a  national  health 
insurance  funding  mechanism  and  the  established  Indian  Health  Service  funding 
mechanism,  as  duplicatory.  There  have  been  indications  that  if  Indian  Health 
Service  were  given  authority  to  collect  reimbursement  through  national  health 
insurance,  then  steps  would  be  taken  to  reduce  the  Indian  Health  Service  appro- 
priations base  by  the  amount  derived  from  national  health  insurance.7  Obviously 
if  such  a  policy  were  followed,  nothing  would  be  gained  for  Indian  health  and  it  is 
likely  that  the  administrative  systems  entailed  in  billing  would  consume  resources 
that  otherwise  might  be  used  for  direct  care.  Alternatives  by  which  the  appear- 
ance of  duplicate  funding  for  Indian  Health  Service  can  be  avoided  have  been 
suggested  by  various  groups.  These  alternatives  are  referenced  in  Chapter  IV. 

The  most  important  point  to  be  established  at  this  stage  is  that  Indian  people 
have  the  right  as  U.S.  citizens  to  have  access  to  health  care  that  is  at  the  same 
quality,  quantity,  and  availability  as  other  U.S.  citizens.  Suggestions  that  Indian 
people  and/or  Indian  Health  Service  should  be  excluded  from  national  health 
insurance  potentially  deny  Indians  their  rights  as  citizens. 

2.  Xonreservation  Indians  and  dual  rights. — While  the  political  realities  of  a 
national  health  insurance  system  excluding  Indian  people  are  remote,  the  position 
of  non-reservation  Indians  and  their  right  as  Indians  and  U.S.  citizens  must  be 
considered.  Indian  people  living  away  from  federally  recognized  reservations  have 
more  to  lose  from  an  Indian  exclusion  from  national  health  insurance  than  do 
reservation  based  people.  Non-reservation  Indian  people  usually  have  little  access 
to  Indian  Health  Service  and  are  largely  dependent  on  the  non-Indian  health  care 
system.  In  some  urban  areas  there  are  Indians  health  boards  that  provide  some 
health  services  to  Indians.  At  present  urban  Indian  health  boards  do  not  have 


*  Ibid. 

6  Indian  Health  Care  Improvement  Act,  hearings  before  the  Subcommittee  on  Indian 
Affairs  of  the  Committee  on  Interior  and  Insular  Affairs,  House  of  Representatives. 
94th  Congress,  1st  sess.,  on  H.R.  2525  and  related  bills,  serial  No.  94-22,  U.S.  Govern- 
ment Printing  Office,  Washington,  1975. 

7IHS  Interpretation  of  Present  Administration  (DHEW)  Position  on  NHI  and  IHS, 
June  24,  1975. 
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sufficient  funds  to  deliver  the  quantity  and  range  of  services  required.  Hence 
national  health  insurance  is  regarded  by  many  non-reservation  Indians  as  a  means 
by  which  they  can  obtain  greater  access  to  care.  Similarly  urban  Indian  health 
boards  are  generally  looking  to  national  health  insurance  as  an  additional  source  of 
funds. 

The  position  of  non-reservation  Indians  who  wish  to  be  covered  by  national 
health  insurance  as  other  citizens  but  wish  to  maintain  their  Indian  rights  to 
health  care  by  being  exempt  from  payments  under  national  health  insurance  may 
well  prove  to  be  unrealistic.  Indeed  it  should  be  noted  that  it  may  be  asserted  that 
if  Indians,  regardless  of  their  residence,  wish  to  have  their  rights  under  national 
health  insurance  as  do  other  citizens,  then  as  other  citizens  they  should  also  be 
liable  for  whatever  premiums,  co-payments  and  deductibles  are  devised  to  pay  for 
national  health  insurance. 

In  summary  it  would  seem  that  for  Indians  and  Alaska  Native  people  to  main- 
tain their  rights  both  as  citizens  and  as  Indians,  national  health  insurance  must 
not  exclude  Indians  or  Indian  Health  Service  from  participation.  Furthermore 
national  health  insurance  must  guarantee  that  Indian  Health  Service  be  funded 
to  deliver  the  same  quality,  quantity,  and  type  of  services  to  its  beneficiaries  as 
are  to  be  provided  under  national  health  insurance  as  well  as  fulfilling  its  other 
responsibilities.  The  question  of  Indian  payment  for  care  under  national  health 
insurance  is  less  clear,  there  being  conflicting  arguments  depending  on  whether 
Indians  are  treated  as  all  other  citizens  or  in  the  context  of  the  special  Indian- 
federal  relationship.  Finalty  it  should  be  noted  that  from  the  point  of  view  of  main- 
taining dual  rights,  voluntary  participation  in  a  national  health  insurance  plan 
which  allowed  each  person  a  choice  on  contributing  to  the  insurance  system  might 
be  desirable  for  Indian  people.  However,  as  will  be  discussed  later,  voluntarism 
also  has  its  drawbacks  in  that  it  is  likely  to  result  in  lack  of  coverage  for  many 
persons  in  need  of  services. 

III.    NATIONAL  HEALTH  INSURANCE  ALTERNATIVES 

While  attention  has  been  focused  on  national  health  insurance  in  the  1970s,  the 
debate  on  national  health  insurance  in  the  United  States  stretches  back  to  the 
early  part  of  the  twentieth  century.  Commissions  studied  the  feasibility  of  social 
health  insurance  in  several  states  between  1915  and  1918.  Leadership  was  provided 
by  the  American  Association  for  Labor  Legislation  and  the  developments  were 
supported  by  the  American  Medical  Association.8  The  First  World  War  and  the  1920s 
diverted  attention  from  social  legislation  but  with  the  depression  in  the  1930s, 
health  insurance  again  became  the  subject  of  discussion.  Originally,  the  Social 
Security  legislation  was  to  have  had  a  title  providing  health  insurance.  However, 
by  the  mid-1980s  the  medical  profession  had  adopted  a  position  of  opposition  to 
government  health  insurance  and  the  issue  had  become  controversial.  Hence  the 
1935  Social  Security  Act  was  passed  without  a  provision  for  health  insurance. 
Since  the  1930s  the  concept  of  national  health  insurance  has  experienced  periods 
of  dormancy  alternated  with  periods  of  revival  and  debate.  The  Wagner- Murray- 
Dingell  Bill  in  the  1940s  and  Truman's  support  of  health  insurance  revived  the  dis- 
cussion but  all  bills  proposing  health  insurance  systems  died  in  Congress.  The 
growth  of  private  insurance  partially  met  the  need  for  assistance  with  medical 
bills,  but  by  the  1960s,  the  rising  costs  of  care  and  hardships  experienced  by  the 
elderly  and  poor  resulted  in  limited  Congressional  action.  The  passage  of  the 
Kerr-Mills  Legislation  in  1960  was  followed  in  1965  by  amendments  to  the  Social 
Security  Act  and  the  institution  of  Medicare  and  Medicaid. 

Experience  with  Medicare  and  Medicaid,  the  rising  costs,  eligibility  and  ad- 
ministrative problems  have  been  largely  responsible  for  the  renewed  attention 
given  to  national  health  insurance.  Since  1970  national  health  insurance  bills 
representing  viewpoints  of  all  major  health  care  lobbies,  the  administration,  or- 
ganized labor,  and  politicians  of  various  persuasions,  have  been  put  before  Con- 
gress. WThile  the  prospects  for  immediate  enactment  of  national  health  insurance 
are  dim,  it  seems  probable  that  within  the  next  five  j^ears  some  new  form  of  financ- 
ing health  care  will  be  adopted.  Thus  there  is  still  time  to  ensure  that  Indian  health 
issues  are  recognized  and  dealt  with  in  national  health  insurance  legislation. 

In  analyzing  the  impact  of  alternative  national  health  insurance  systems  on 
Indian  health,  three  types  of  bills  have  been  selected: 

(1)  Bills  attempting  to  provide  insurance  for  catastrophic  health  expenses  plus 
some  support  for  health  services  for  low  income  people. 


8  Robert  and  Rosemary  Stevens,  Welfare  Medicine  in  America:  A  Case  Study  of  Medi- 
caid, The  Free  Press,  New  York,  N.Y.,  1974,  p.  9. 
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(2)  Bills  attempting  to  provide  insurance  for  a  range  of  health  services  but 
based  on  a  structure  of  multiple  insurance  plans  and  involving  deductibles  and 
co-insurance. 

(3)  Bills  attempting  to  provide  a  comprehensive  range  of  health  services  on  a 
unitary  basis  to  all  segments  of  the  population  and  with  no  co-payments  or  de- 
ductibles. 

For  the  purposes  of  this  analysis  five  bills  have  been  selected.  The  Long- 
Ribicoff  Bill  (S.  2470)  was  selected  to  illustrate  type  1.  The  Ullman  Bill  (H.R.  1) 
and  the  Mclntyre-Burleson  (H.R.  5990  and  S.  1438)  were  selected  to  illustrate 
type  2.  The  Kennedy-Corman  Bill  (S.  3  and  H.R.  21)  and  the  Young  Bill  (H.R. 
10888)  were  selected  to  illustrate  type  3. 

Throughout  the  remainder  of  this  paper  the  five  selected  bills  will  be  analyzed 
in  regard  to  their  potential  impact  on  Indian  health.  Information  on  the  pro- 
visions of  the  bills  has  primarily  been  derived  from  Congressional  Research 
Service  summaries  rather  than  from  the  original  legislation.  In  analyzing  the 
implications  of  the  bills  for  Indian  health  issues,  four  main  areas  of  inquiry  were 
identified.  These  areas  are  as  follows:  (1)  eligibility  issues,  (2)  service  range  issues, 
(3)  cost  sharing  issues,  and  (4)  administrative  issues. 

Following  the  analysis  of  the  five  bills  a  summary  section  is  presented  in  which 
the  overall  implications  of  national  health  insurance  for  health  care  for  Indians 
and  Alaska  Native  people  are  discussed. 

A.  Eligibility  Issues 

Eligibility  criteria  adopted  for  national  health  insurance  will  have  a  major 
effect  on  determining  the  proportion  of  Indians  covered  by  national  health 
insurance.  Eligibilitj''  provisions  vary  among  the  national  health  insurance  bills. 
While  most  of  the  bills  are  now  drafted  to  provide  theoretical  universal  coverage 
for  all  U.S.  citizens,  a  move  away  from  some  earlier  bills,  de  facto  coverage  of  U.S. 
citizens  may  be  considerably  less  than  a  100  percent.  From  the  point  of  view  of 
ensuring  national  health  insurance  for  all,  the  simplest  and  most  effective  approach 
is  to  provide  a  single  plan  that  covers  all  U.S.  citizens  and  residents.  Problems 
arise  when  eligibility  is  linked  to  employment  status  and/or  income  level  and 
when  the  insurance  mechanisms  or  plans  differ  between  income  levels.  Insurance 
available  on  a  voluntary  basis  rather  than  a  compulsory  basis  will  further  con- 
tribute to  the  non-coverage  of  certain  segments  of  the  population.  In  examining 
the  national  health  insurance  bills  three  main  eligibility  issues  likely  to  affect 
Indian  and  Alaska  Native  people  have  been  distinguished.  The  three  eligibility 
issues  will  be  discussed  and  examples  of  national  health  insurance  eligibility 
provisions  will  be  drawn  from  the  five  bills  under  review. 

1.  Eligibility  and  employment  status. — National  health  insurance  that  links 
eligibility  to  employment  status  is  likely  to  result  in  complex  application  pro- 
cedures and  less  than  universal  coverage  for  the  Indian  population.  Many  Indian 
populations  are  characterized  by  high  levels  of  unemployment,  seasonal  and  part- 
time  employment,  and  self-employment,  particularly  of  craftsmen  and  artists. 
Some  approaches  to  national  health  insurance  would  link  people  to  different 
coverage  systems  according  to  their  employment  status.  The  Mclntyre-Burleson 
Bill  illustrates  this  approach  . 

Although  the  Mclntyre-Burleson  Bill  provides  for  potentially  universal  cov- 
erage, the  division  of  population  into  different  groups  according  to  employment 
status,  income,  and  family  size  could  cause  problems  in  establishing  eligibility. 
The  Mclntyre-Burleson  legislation  has  thjree  plans: 

(a)  The  employee  plan  which  would  be  offered  to  all  full-time  employees  and 
part-time  employees  working  20  hours  or  more  per  week  for  at  least  26  weeks  per 
year. 

(b)  An  individual  plan  which  could  be  purchased  by  individuals  and  families 
who  do  not.  have  access  to  the  employee  plan. 

(c)  A  state  plan  for  low  income  persons  that  would  allow  them  to  purchase 
insurance  at  costs  graduated  according  to  income. 

While  the  range  of  plans  proposed  would  in  theory  cover  the  entire  population, 
linking  of  different  health  insurance  mechanisms  to  employment  status  is  likely 
to  cause  problems  for  persons  whose  employment  status  is  subject  to  change. 
The  problems  are  further  complicated  when  eligibility  for  plans  is  also  linked 
to  income  level  as  is  the  case  with  the  state  plan  under  the  Mclntyre-Burleson 
insurance  program.  For  example,  persons  employed  in  the  fishing  industry  are 
likely  to  experience  periods  of  employment  with  high  earnings  interspersed  with 
periods  of  unemployment  and  very  limited  earnings.  Hence  during  the  periods 
of  employment  such  persons  would  be  eligible  for  the  employee  plan  but  during 
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periods  of  unemployment  insurance  coverage  would  probably  have  to  be  changed 
to  the  state  plan.  Thus  it  is  highly  likely  that  people  with  varying  employment 
and  income  status  will  be  required  to  participate  in  substantial  amounts  of  paper 
work  to  establish  eligibility  under  the  changed  circumstances.  Such  involvement 
in  bureaucratic  paper  work  can  be  threatening  and  it  can  deter  the  establishment 
of  eligibility. 

A  related  problem  in  establishing  eligibility  for  national  health  insurance  occurs 
when  eligibility  for  plans  is  linked  to  income  status.  The  provisions  in  the  Long- 
Ribicoff  Bill  for  the  Medical  Assistance  Plan  (MAP)  illustrate  this  problem. 
Eligibility  for  MAP  is  based  on  annual  income  and  family  size.  Although  MAP 
is  designed  for  low  income  people  it  is  not  always  easy  for  individuals  to  know 
when  they  are  eligible.  Seasonal  and  part-time  workers  do  not  generally  know 
their  annual  income.  Calculating  an  income  when  one  has  multiple  employers 
and  varying  rates  of  pay  is  rather  different  than  when  one  is  fully  employed  in 
a  salaried  position.  Hence  people  may  be  eligible  for  MAP  and  not  know  it  or 
may  gain  and  lose  eligibility  as  income  varies.  The  problems  posed  for  low  income 
people  in  recognizing  their  eligibility  for  insurance  are  accentuated  under  the 
Long-Ribicoff  proposals  because  this  bill  does  not  provide  for  potential  universal 
coverage.  Under  the  Ullman  proposals  and  the  Mclntyre-Burleson  Bill  ever3rone, 
in  theory,  is  eligible  for  one  of  the  insurance  plans.  If  this  potential  eligibility 
is  recognized  it  could  act  as  a  spur  for  people  to  find  out  for  what  they  are  eligible. 
Under  the  Long-Ribicoff  system,  MPA  is  provided  for  low  income  people  and 
a  mandatory  catastrophic  health  insurance  plan  is  provided  to  protect  the  entire 
population  against  very  high  medical  expenses.  However,  there  is  a  substantial 
gap  between  the  low  income  plan  and  the  catastrophic  plan  when  the  only  in- 
surance available  is  unsubsidized  certified  health  insurance  plans  that  are  entirely 
voluntary.  Thus  much  greater  responsibility  is  placed  on  individuals  to  recognize 
when  their  income  and  family  size  make  them  eligible  for  MAP  and  then  to  apply. 
If  experience  with  Medicaid  is  repeated,  the  proportion  of  the  population  enrolled 
under  MAP  will  be  far  smaller  than  the  percentage  of  the  population  potentially 
eligible.9 

The  approach  to  eligibility  issues  which  best  meets  the  needs  of  Indians  and 
other  low  income  minority  groups  is  the  provision  of  universal  coverage  for  all 
residents  of  the  United  States.  Unquestioned  eligibility  for  all  with  no  employ- 
ment, income,  or  family  size  criteria  to  be  met  would  eliminate  the  problems  in 
establishing  eligibility.  The  Kennedy-Corman  legislation  and  the  Young  Bill  are 
the  only  two  of  the  five  bills  reviewed  to  establish  such  universal  coverage. 

2.  Definition  of  a  family. — When  a  national  health  insurance  bill  proposes 
systems  of  coverage  that  are  linked  to  employment  status,  another  problem  that 
may  arise  is  that  of  the  definition  of  a  family.  For  example,  insurance  offered 
to  employees  is  offered  to  employees  plus  their  families  and  dependents.  However, 
depending  on  the  definition  adopted  for  "family,"  it  is  quite  possible  that  many 
Indian  families  will  not  be  fully  covered.  If  the  definition  of  a  familj''  is  dependent 
on  legally  recognized  marriage,  adoption  or  foster  care,  it  may  well  not  be  adapt- 
able to  an  Indian  population  characterized  by  extended  families,  communal 
relationships,  and  traditional  marriages.  Indian  families  often  include  more  than 
the  immediate  relatives  typical  of  a  nuclear  family.  Extended  families  are  more 
common  than  in  the  white  middle  class  population  and  close  relationships  are 
maintained  with  non-relatives.  Reservation  life  fosters  a  sense  of  community 
and  kinship  with  all  tribal  members  and  it  is  not  uncommon  for  these  relationships 
to  be  maintained  in  urban  areas.  Children  will  sometimes  move  between  house- 
holds staying  with  various  relatives  and  non-relatives  as  economic  and  other 
circumstances  require.  Sometimes  permanent  moves  are  made  without  formal 
adoption  of  children  or  placement  for  foster  care.  There  are  also  traditional 
marriages  within  the  Indian  community  which  are  not  recognized  legal  marriages. 
Thus  the  Indian  interpretation  of  family  is  often  in  variance  with  legally  defined 
dependents.  Definition  of  family  based  on  legal  or  blood  relationships  could  make 
it  difficult,  or  at  least  complex,  for  significant  numbers  of  people  to  obtain  health 
coverage. 

The  summaries  of  national  health  insurance  proposals  used  in  preparing  this 
analysis  do  not  provide  information  on  the  definition  of  family  and  dependents 
to  be  used.  However  the  definition  adopted  will  be  crucial  in  establishing  eligi- 
bility for  low  income  plans  which  would  involve  criteria  based  on  family  size  and 
income.  Inclusion  or  exclusion  of  an  individual  as  a  dependent  could  affect  eligi- 
bility for  subsidized  coverage  as  well  as  potentially  leaving  some  individuals 


9  Ibid.  pp.  91-107. 
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without  insurance.  Universal  entitlement  to  insurance,  which  is  irrespective  of 
marital  status  and  living  situations,  is  undoubtedly  the  best  means  to  avoid 
problems  in  defining  families.  The  Kennedy-Corman  and  the  Young  proposals 
are  the  only  two  of  the  five  bills  reviewed  which  provide  universal  entitlement. 

3.  Coverage  of  a  mobile  population. — Many  Indian  communities  are  highly 
mobile  both  in  terms  of  employment  and  residence.  As  has  been  mentioned, 
national  health  insurance  with  multiple  plans  linked  to  employment  status  could 
cause  disruption  of  coverage.  Changing  employment  between  full-time,  part-time, 
and  self-employment  could  require  changing  the  type  of  insurance  coverage.  Even 
if  the  administrative  system  used  for  national  health  insurance  were  to  be  designed 
for  smooth  transfer  between  different  types  of  insurance,  there  could  still  be  a 
vast  amount  of  paper  work  as  people  change  from  one  plan  to  another. 

A  related  problem  is  that  of  residential  mobility.  Provisions  for  insuring  low 
income  people  through  state  sponsored  plans,  such  as  in  the  Mclntyre-Burleson 
Bill,  could  cause  problems  if  people  change  their  state  of  residence.  Since  many 
Indian  people  retain  strong  ties  with  their  reservations  and  may  live  in  urban 
areas  for  part  of  the  year  and  then  return  to  Alaska  or  their  reservations  for 
several  months  the}7  may  encounter  problems  in  moving  between  states  if  they 
wish  to  be  covered  under  a  low  income  state  plan.  Again,  an  administrative  sys- 
tem could  be  designed  to  prevent  interstate  mobility  disrupting  coverage,  pro- 
vided that  the  issue  is  properly  recognized  by  legislators  and  administrators. 

4.  Voluntary  versus  compulsory  insurance. — National  health  insurance  which 
provides  for  voluntary  rather  than  compulsory  insurance  of  the  population  is 
likely  to  result  in  less  than  100  percent  coverage  for  low  income  minority  groups. 
Indian  and  Alaska  Native  people  have,  on  the  whole,  rather  limited  experience 
with  health  insurance.  Low  incomes  will  cause  the  cost  of  insurance  and  its  poten- 
tial long  term  benefits  to  be  weighed  against  more  immediate  needs  for  food  and 
housing.  It  is  highly  probable  that  the  more  immediate  needs  and  more  immediate 
time  focus  of  many  low  income  populations  will  cause  health  insurance  to  be 
placed  lower  on  the  scale  of  values  and  priorities  than  is  customary  in  middle 
class  white  populations.  It  is  highly  likely  that  many  Indian  people  will  be  tempted 
to  "economize"  by  not  purchasing  health  insurance.  Of  course  for  reservation 
people  with  access  to  Indian  Health  Service  the  purchase  of  health  insurance  may 
be  unnecessary.  However,  for  non-reservation  Indians  the  purchase  of  health 
insurance  may  be  very  necessary  if  their  access  to  care  is  to  be  increased. 

While  compulsory  insurance  may  be  desirable  to  ensure  a  100  percent  coverage 
under  an  insurance  s)Tstem,  voluntary  insurance  may  be  more  desirable  for  Indian 
people  wishing  to  maintain  their  special  Indian-federal  relationships.  Since  com- 
pulsory insurance  is  generally  associated  with  the  financing  of  health  care  by 
universal  taxation,  it  also  involves  Indian  people  having  to  pa}r  for  health  care. 
Furthermore,  as  has  been  indicated,  compulsory  insurance  may  be  more  beneficial 
to  non-reservation  Indians  than  to  reservation-based  Indians.  The  questions  posed 
by  the  issue  of  voluntary  or  compulsory  insurance  will  require  further  study  by 
Indian  people. 

The  national  health  insurance  legislation  reviewed  for  this  analysis  illustrates 
both  the  voluntary  and  compulsory  approach.  The  Mclntyre-Burleson  Bill 
proposes  entirety  voluntary  coverage  under  its  three  plans.  The  Ullman  Bill 
involves  largely  voluntary  insurance.  The  self-employed,  those  not  eligible  for 
federal  coverage,  have  the  choice  of  whether  to  be  covered,  but  employers  must 
offer  insurance  to  employees.  Similarly  the  Long-Ribicoff  Bill  provides  compulsory 
catastrophic  health  insurance  protection  for  all  U.S.  residents,  but  the  medical 
assistance  program  for  low  income  people  would  be  voluntary  in  that  eligible 
individuals  would  have  to  be  identified  and  signed  up  for  the  program.  The  only 
two  bills  reviewed  with  compulsory  insurance  for  the  entire  population  are  the 
Young  and  the  Kennedy-Corman  Bills. 

B.  Service  Range  Issues 

The  fundamental  question  regarding  the  benefits  proposed  under  national 
health  insurance  is,  of  course,  whether  the  benefits  meet  the  needs  of  Indian  and 
Alaska  Native  people.  The  Indian  Health  Service  provides  a  range  of  services 
that  include  preventive  health  care,  acute  and  chronic  disease  care  on  an  out- 
patient and  inpatient  basis,  health  education,  mental  health  services,  outreach 
services,  and  environmental  health  services.  In  non-reservation  areas,  urban 
Indian  health  boards  are  developing  a  range  of  services  to  meet  the  needs  of 
Indian  communities.  The  service  range  typically  developed  by  urban  Indian 
health  programs  is  much  broader  than  that  generally  available  through  physicians' 
offices  and  outpatient  clinics.  Urban  Indian  health  programs  generally  emphasize 
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outreach,  health  education,  nutrition,  psychological  and  social  work  services  as 
well  as  preventive,  acute  and  chronic  disease  care. 

National  health  insurance  benefit  packages  are  generally  much  narrower  than 
the  range  of  services  needed  by  Indian  communities.  In  particular,  no  national 
health  insurance  benefits  are  available  for  environmental  health  services,  and  few 
bills  provide  coverage  of  health  education,  nutrition,  transportation,  psychological, 
or  social  work  services.  The  main  problem  with  the  national  health  insurance 
benefit  structure  is  that  on  the  whole  it  is  oriented  to  diagnosis  and  treatment  of 
biologically  based  diseases  and  not  to  socially  based  health  services.  National 
health  insurance  benefits  do,  however,  have  the  advantage  that  payment  for  the 
benefit  package  is  guaranteed,  which  in  a  sense  guarantees  service  availability,10 
in  contrast  to  Indian  Health  Service  which  makes  no  guarantees  about  availability 
or  payment  for  services.  Leaving  aside  the  issue  of  availability  of  services,  some 
of  the  most  significant  problem  areas  in  national  health  insurance  legislation  for 
Indian  health  needs  are  preventive  services,  alcoholism  and  mental  health  counsel- 
ing, and  dental  care.  These  issues  and  others  are  discussed  below. 

1.  Coverage  of  preventive  services. — All  five  bills  under  review  cover  some  pre- 
ventive services.  However,  it  appears  that  in  some  bills,  preventive  services  are 
limited  to  those  specified  in  the  legislation.  The  Long-Ribicoff  Bill  references 
Medicare  regulations  on  reimbursement  for  services.  Since  Medicare  reimburse- 
ment policies  state  that  payments  will  not  be  made  for  items  and  services  "not 
reasonable  and  necessary  for  diagnosis  and  treatment  of  congential  defect,  illness 
or  injury  or  to  improve  the  functioning  of  a  malformed  body  member,"  this  pro- 
vision effectively  excludes  preventive  services  that  are  not  pertinent  to  a  diagnosis 
and  are  not  specified  in  the  benefit  structure. 

In  the  Mclntyre-Burleson  and  Ullman  Bills,  coverage  of  preventive  services 
is  likely  to  be  somewhat  limited.  The  Mclntyre-Burleson  Bill  limits  well  child 
care  to  children  under  five  and  the  Ullman  Bill  to  children  under  six.  In  both 
bills  there  are  provisions  for  some  preventive  care  to  be  available  for  those  over 
six.  The  Ullman  Bill  indicates  that  some  periodic  health  evaluation  will  be  avail- 
able for  those  over  six  and  regulations  will  be  developed.  The  Mclntyre-Burleson 
Bill  provides  for  pap  smears  every  two  years  for  women  over  19  and  under  Phase 
II  of  the  benefits  which  are  to  be  implemented  in  1985,  a  physical  exam  once  very 
five  years  will  be  available  for  all  persons  five  years  and  over.  The  Ullman  Bill, 
however,  imposes  numerical  limits  on  the  number  of  visits  allowable  under  the 
preventive  benefits.  While  the  numerical  limits  are  probably  drawn  from  standards 
of  care  and  the  average  number  of  visits  required,  any  numerical  limits  pose 
problems  to  the  people  in  the  most  need  of  services.  Some  children  will  need  more 
well  baby  care  than  others.  Children  being  watched  for  potential  problems  and 
parents  who  need  assistance  and  education  on  health  matters  may  be  penalized 
by  the  limits  on  the  number  of  covered  visits.  Since  it  is  highly  probable  that  there 
will  be  more  high  risk  infants  and  greater  needs  for  health  education  in  low  income 
families,  it  is  low  income,  and  often  minority  groups,  who  will  suffer.  The  Young 
and  Kennedy-Corman  Bills  provide  a  comprehensive  range  of  preventive  services. 

2.  Coverage  of  mental  health  services. — Most  bills  provide  some  coverage  for 
mental  services.  However,  the  bills  are  primarily  oriented  to  inpatient  care  and 
outpatient  treatment  delivered  by  institutions  and  qualified  mental  health 
centers.  Since  many  of  the  successful  mental  health  programs  for  Indians  are 
operated  by  tribes  and  other  Indian  agencies  and  emphasise  the  use  of  Indian 
para-professionals,  there  are  questions  as  to  whether  such  organizations  will  be 
reimbursable  under  national  health  insurance.  It  is  unlikely  that  Indian  organi- 
zations sponsoring  mental  health  programs  will  have  the  resources  to  become 
qualified  mental  health  centers.  Thus  if  Indian  mental  health  programs  were  not 
reimbursable  through  national  health  insurance,  many  potential  mental  health 
services  would  not  be  available  to  Indian  people  under  the  health  insurance 
package. 

The  Ullman  Bill  would  cover  mental  health  counseling  provided  by  non- 
physicians  if  it  were  delivered  through  a  Health  Care  Corporation.  However,  the 
Health  Care  Corporation  concept  has  limited  applicability  for  Indian  people 
because  it  is  unlikely  that  it  would  include  ethnically  oriented  or  exclusive  health 
programs.  The  Ullman,  Long-Ribicoff,  and  Mclntyre-Burleson  Bills  impose 
numerical  limits  on  covered  visits.  The  imposition  of  numerical  limits  on  mental 
health  and  other  physician  services  is  more  restrictive  than  limits  placed  on  pre- 


10  It  is  fully  recognized  that  merely  instituting  a  financing  mechanism  does  not  guar- 
antee the  supply  of  services.  Nevertheless,  it  does  give  the  patient  rights  to  a  defined 
range  of  services. 
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ventive  services.  Limits  chosen  refer  generally  to  averages,  but  medical  care  is  not 
generally  delivered  in  average  amounts.  Medical  care  is  usually  confined  to  one 
or  two  visits  for  minor  problems,  but  for  major  problems,  including  long  term 
counseling,  it  must  be  delivered  in  open  end  amounts.  Thus,  averages  of  ten  visits 
(Ullman  Bill)  are  derived  from  utilization  patterns  of  many  people  making  few 
visits  and  few  people  making  many  visits.  There  are  likely  to  be  few  people  who 
make  an  average  number  of  visits.  Any  numerical  limits  on  services  can  severely 
penalize  those  people  with  long  term  problems.  Since  there  are  certain  to  be  sub- 
stantial numbers  of  Indian  patients  suffering  from  chronic  diseases  or  needing  long 
term  counseling  for  alcoholism  and  psycho-social  problems,  lack  of  such  covered 
services  or  limits  on  the  amount  of  covered  services  will  constitute  a  hardship  for 
Indian  and  Alaska  Native  population.  The  Kennedy-Corman  Bill  is  more  suited 
to  Indian  health  needs.  Although  inpatient  psychiatric  care  is  limited  to  45  con- 
secutive days  of  treatment,  outpatient  care  provided  through  outpatient  depart- 
ments or  comprehensive  mental  organizations,  have  no  such  limitations. 

3.  Coverage  of  alcoholism  counseling. — Alcoholism  is  a  major  health  problem 
amongst  urban  and  reservation  Indians  and  Alaska  Natives.  Only  the  Kennedy- 
Corman  and  Ullman  Bills  include  alcoholism  counseling  amongst  the  covered 
services.  The  Ullman  Bill  provides  for  outpatient  treatment  of  alcoholism  on  the 
basis  of  three  visits  in  lieu  of  each  day  of  inpatient  hospital  care  allowable  during 
a  benefit  period.  However,  it  would  appear  unlikely  that  the  extensive  counseling, 
education  and  supportive  services  most  Indian  programs  now  provide  for  their 
alcoholism  clients  will  be  considered  reimbursable  services  under  national  health 
insurance.  Indian  tribes  and  organizations  will  probably  have  to  continue  to 
seek  special  funding  from  agencies  such  as  National  Institute  on  Alcohol  Abuse 
and  Alcoholism  to  support  such  alcoholism  services. 

4.  Coverage  of  nutritional,  counseling,  health  education,  and  social  work  services. — 
The  Kennedy-Corman  legislation  specifically  recognizes  nutrition,  health  educa- 
tion, and  social  work  related  services  as  covered  services  if  they  are  provided  as  a 
part  of  an  institution  or  furnished  by  group  or  individual  practice  associations  or 
by  certain  non-profit  and  public  agencies.  Such  a  provision  would  mean  that  most 
of  the  services  of  Indian  outreach  programs  would  be  reimbursable,  provided 
regulations  did  not  exclude  outreach  workers  on  the  basis  of  training  requirements. 
Health  Care  Corporations  proposed  under  Ullman's  provision  would  be  of  little 
benefit  to  Indian  programs  unless  they  were  able  to  participate  as  part  of  a  Health 
Care  Corporation.  Lack  of  reimbursement  for  health  education,  nutritional 
counseling,  and  social  work  would  mean  that  Indian  programs  would  have  to 
seek  special  funding  to  provide  these  services.  Outreach  and  counseling  services 
are  considered  by  many  Indians  to  be  vital  in  addressing  the  underlying  problems 
affecting  the  health  of  Indian  and  Alaska  Native  peoples. 

5.  Coverage  of  dental  services. — Indian  Health  Service  provides  a  comprehensive 
range  of  dental  services  to  children  and  limited  services  to  adults.  Some  urban 
Indian  health  programs  also  provide  comprehensive  dental  services  to  both  adults 
and  children.  Need  for  dental  services  amongst  Indian  and  Alaska  Native  people 
is  great  and  many  are  unable  to  purchase  care  through  the  established  6ystem. 
However,  many  national  health  insurance  proposals  are  not  designed  to  meet  the 
dental  health  needs  of  anyone  but  children.  The  Ullman  Bill  covers  dental  care 
up  to  age  thirteen  and  the  Kennedy-Corman-Bill  covers  care  to  age  fifteen. 
The  Kennedy-Corman  Bill  envisions  a  gradual  extension  of  coverage  to  25  and 
eventually  to  the  whole  population.  The  Young  Bill  and  the  Mclntyre-Burleson 
Bill  provide  coverage  for  routine  dental  care,  though  the  Mclntyre-Burleson 
Bill  would  not  provide  routine  dental  coverage  until  Phase  II  of  the  benefit  was 
instituted  in  1985.  The  Long-Ribicoff  Bill  provides  no  dental  coverage. 

Age  limits  proposed  under  the  Ullman  Bill  made  little  sense  in  terms  of  dental 
needs  of  the  Indian  population,  While  children  have  most  of  their  permanent 
teeth  by  age  13  or  14,  adolescence  is  possibly  one  of  the  worse  times  to  drop 
coverage.  Many  teenagers  have  poor  diets,  poor  health  habits,  and  neglect  their 
teeth.  It  is  not  until  ages  17  to  20  that  they  develop  a  sense  of  responsibility  for 
their  own  health  and  long  term  health  habits.  If  routine  dental  care  wereonly 
provided  through  age  13,  many  Indian  people  would  be  unable  to  purchase  routine 
care  for  their  teenagers.  The  result  would  be  that  by  the  time  adulthood  was  reached 
the  teeth  are  likely  to  be  in  poor  condition  and  poor  oral  hygiene  habits  will  have 
been  established,  If  an  age  limit  for  coverage  is  necessary,  then  17  or  18  years  offers 
more  possibility  for  limiting  long  term  dental  disease.  It  is  highly  desirable  that 
national  health  insurance  at  least  provide  coverage  for  preventive  care  for  all 
ages.  If  one  or  two  dental  visits  a  year  were  covered  by  insurance,  this  would  act 
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as  an  incentive  to  maintain  health  and  avoid  dental  disease.  In  the  long  run, 
such  a  policy  could  lead  to  a  more  effective  use  of  dental  resource  in  this  country. 

6.  Coverage  of  vision  and  hearing  services. — Coverage  of  hearing  services  is  of 
particular  importance  to  Indian  and  Alaska  Native  populations,  since  the  high 
incidence  of  otitis  media  is  likely  to  cause  hearing  problems  among  a  large 
proportion  of  the  population.  Provision  of  routine  eye  examination  and  coverage 
of  eye  glasses,  a  substantial  expense  for  low  income  families,  is  important  if  the 
children  are  to  develop  to  their  full  potential  and  adults  are  to  function  effectively. 
Three  of  the  bills  reviewed,  the  Young,  Kennedy-Corman,  Mclntyre-Burleson 
Bills,  recognize  the  need  for  vision  and  hearing  services  and  provide  for  eye 
refractions  and  hearing  examinations  once  every  three  years,  and  it  is  probable 
the  Young  and  Kennedy-Corman  bills  will  also  have  regulations  specifjang  the 
availability  of  eye  glasses  and  hearing  aids.  The  Ullman  Bill  recognizes  the  need 
to  provide  services  for  children  under  13  but  provides  no  coverage  for  persons 
over  that  age.  While  it  is  probable  that  physician  services  for  eye  examinations 
and  hearing  tests  will  be  covered  when  a  problem  develops  and  treatment  is 
needed,  no  assistance  is  available  for  glasses  or  hearing  aids.  It  is  low  income 
populations  such  as  the  Indian  who  will  be  hardest  hit  by  this  lack  of  coverage. 
The  Long-Ribicoff  Bill  leaves  an  even  larger  gap.  The  only  vision  or  hearing 
services  included  are  optometrists'  services  in  states  which  have  been  paying  for 
such  services  under  their  Title  19  programs  for  all  or  part  of  the  two  year  period 
preceding  the  effective  date  of  the  program. 

7.  Coverage  of  prescription  drugs. — Modern  drugs  are  an  essential  part  of  present 
day  medical  care.  Without  the  appropriate  use  of  prescription  drugs,  many  visits 
to  the  physician  are  of  limited  effectiveness.  Low  income  people  have  often  experi- 
enced the  problem  in  regards  to  the  purchase  of  prescription  drugs.  Problems 
stem  from  a  lack  of  trust  in  physicians  and  lack  of  understanding  of  the  role  of 
medication.  These  problems  are  compounded  by  a  lack  of  money  and/or  trans- 
portation to  obtain  the  prescribed  drug.  Thus  many  low  income  people  will  not 
obtain  prescription  drugs  if  the  drugs  are  not  covered  under  the  insurance  system. 
Bills  such  as  the  Long-Ribicoff  Bill,  which  provides  no  drug  coverage,  pose 
substantial  problems  to  Indian  people.  The  other  four  bills  all  provide  coverage  of 
prescription  drugs,  though  in  the  Kennedy-Corman  Bill  and  probably  others, 
covered  drugs  will  be  limited  to  those  in  a  formulary.  It  must  also  be  recognized 
that  requirement  for  co-payments  and  deductibles  under  all  but  the  Kennedy- 
Corman  and  Young  Bills  will  limit  accessibility  to  prescription  drugs. 

8.  Coverage  of  routine  transportation. — The  provision  of  health  services  is  to  no 
avail  if  people  do  not  have  access  to  them.  In  reservation  and  non-reservation 
areas,  Indian  people  often  experience  transportation  problems  and  have  difficulty 
in  getting  to  the  health  services  they  need.  Thus  many  urban  Indian  organizations 
and  tribal  organizations  have  developed  transportation  programs  to  assist  people 
to  obtain  health  care.  However,  very  few  national  health  insurance  bills  recognize 
transportation  issues.  The  Kennedy-Corman  proposal  indicates  that  some  coverage 
of  non-emergency  transportation  will  be  provided  and  that  regulations  are  to  be 
developed.  Thus  the  extent  of  this  coverage  remains  to  be  seen.  It  is  highly 
probable  that  if  Indian  organizations  wish  to  continue  providing  non-emergency 
transportation,  special  purpose  funding  will  have  to  be  sought. 

C.  Cost  Sharing  Issues 

In  examining  cost  sharing  issues,  there  are  three  important  points  that  must 
be  considered: 

(1)  The  appropriateness  of  Indian  people  having  to  pay  anj^  cost  under  national 
health  insurance  given  the  special  Indian-federal  relationship  and  the  potential 
mechanism  by  this  could  be  effected. 

(2)  Definition  of  income  to  be  used  for  taxation  and  eligibility  determination 
under  national  health  insurance. 

(3)  Effect  on  access  to  care  of  payment  provisions. 

Since  there  has  already  been  substantial  discussion  of  the  issue  of  Indian  rights, 
the  examination  of  the  first  issue  will  concentrate  on  the  potential  mechanism 
by  which  Indians  could  be  exempted  from  payment  under  national  health 
insurance. 

1.  Indian  exemption  from  7\ational  health  insurance  cost  sharing. — The  major 
problem  in  exempting  Indians  from  payment  under  national  health  insurance 
is  the  question  of  who  is  considered  to  be  an  Indian.  This  question  is  easier  to 
handle  for  reservation  based  people  than  for  non-reservation  people.  However, 
potentially  it  is  a  very  devisive  issue  for  all  Indian  and  Alaska  Native  com- 
munities. The  alternative  definitions  were  discussed  in  Chapter  II.  Once  a  defini- 
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tion  of  Indian  is  agreed  on,  then  there  is  the  question  of  how  the  exemption  is 
to  be  handled.  If  the  national  health  insurance  system  were  based  on  taxation,  an 
exemption  for  Indians  would  require  special  handling  at  payroll  offices  or  possibly 
some  system  of  tax  credits.  If  national  health  insurance  involved  premiums, 
co-insurance  and  deductibles,  the  questions  of  administration  become  more  com- 
plex. An  administrative  system  would  have  to  be  developed  that  could  bill 
Indian  Health  Service  for  premiums,  deductibles  or  co-insurances.  Alternatively 
a  special  national  health  insurance  fund  could  be  set  up  and  the  cost  sharing  due 
from  Indian  people  could  be  written  off  against  that  fund.  Since  the  amount  of 
deductibles  and  co-insurance  payable  is  dependent  on  the  services  used,  transfer  of 
payments  could  be  a  very  tedious  procedure.  It  would  be  preferable  if  some 
formula  could  be  developed  by  which  the  average  cost  of  premiums,  co-insurance 
and  deductibles  were  estimated  for  Indian  beneficiaries  and  then  a  lump  sum 
were  billed  to  IHS  or  whatever  government  mechanism  were  set  up  to  cover 
Indian  cost  under  national  health  insurance. 

Undoubtedly,  administratively  feasible  methods  of  exempting  Indians  from  the 
costs  of  national  health  insurance  could  be  developed  if  sufficient  time  were 
taken  to  understand  the  issues.  However,  it  must  be  recognized  that  the  possi- 
bility of  obtaining  special  treatment  for  Indians  under  national  health  insurance 
may  not  be  politically  realistic.  Many  Congressmen  will  be  very  unwilling  to 
single  one  group  for  special  treatment  under  a  major  national  program,  whatever 
the  historical  rights  and  principles  at  stake.  The  likelihood  of  Congress  under- 
taking such  an  action  is  even  less  if  the  definition  of  Indian  is  broad  enough  to 
cover  non-reservation  and  reservation  Indians,  since  in  that  case  costs  and 
administrative  complexity  will  be  greater.  Indian  and  Alaska  Native  people 
might  find  it  more  productive  to  concentrate  on  working  to  ensure  an  equitable 
payment  system  under  national  health  insurance  that  does  not  penalize  low  income 
people  rather  than  trying  to  establish  Indian  exemption  from  payment  under 
national  health  insurance. 

2.  The  definition  of  income. — For  the  Indian  community,  the  effects  of  cost 
sharing  are  bound  up  with  another  issue  that  affects  the  entire  discussion  of  the 
cost  of  national  health  insurance.  The  issue  is  the  definition  of  income  to  be  used 
in  the  national  health  insurance  legislation.  Many  Indians  and  Alaska  Natives 
receive  trust  income  derived  from  tribal  resources  established  through  treaties. 

Income  is  also  derived  from  land  claims  and  other  judgements  on  issues  relating 
to  the  treaties.  Most  Indian  people  feel  that  all  trust  income  and  claim  settle- 
ments should  be  exempt  from  tax  and  exempted  when  determinations  are  made 
about  eligibility  for  Public  Assistance,  Medicaid,  and  similar  programs.  This 
belief  is  based  on  the  original  concept  of  the  treaties  as  contracts  between  sover- 
eign nations.  There  are  also  some  practical  arguments  advanced  for  the  exclusion 
of  trust  income  from  income  determinations  and  tax.  Most  of  the  trust  income 
received  is  in  small  and  unpredictable  amounts.  It  does  not  constitute  a  dependable 
income.  The  fact  that  the  receipt  of  trust  income  will  result  in  an  individual 
being  taken  off  Public  Assistance  or  Medicaid  is  an  incentive  to  spend  the  money 
quickly.  All  too  often,  the  money  is  squandered  and  the  resource  is  lost.  This 
problem  was  recognized  recently  in  the  state  of  Montana.  A  demonstration 
project  was  funded  under  which  Indian  people  were  allowed  to  keep  their  Public 
Assistance  and  trust  income.11  Consumer  counseling  was  available  to  assist 
individuals  to  use  trust  income  productively.  It  is  hoped  that  the  results  of  the 
project  will  be  the  basis  for  permanent  legal  ruling,  potentially  in  an  amendment 
to  the  Social  Security  Act,  that  will  exempt  all  trust  income  from  eligibility 
determination  for  public  programs.  The  Indian  Judgment  Claims  Act  of  1974 
has  already  made  it  clear  that  claims  settlements  are  to  be  excluded  from  taxation 
and  eligibility  determination.  It  will  be  important  to  Indians  and  Alaska  Natives 
to  have  a  clear  exemption  for  trust  income  from  eligibility  determination  and 
tax  under  national  health  insurance.  If  such  an  exemption  is  not  available,  then 
the  periodic  distribution  of  trust  income  could  affect  eligibility  for  low  income 
cost  sharing  under  national  health  insurance.  Conceivably,  the  availability  of  an 
additional  few  hundred  dollars  could  put  such  individuals  out  of  a  low  income 
plan  temporarily.  Disruption  of  coverage,  and  paper  work  entailed  in  reestab- 
lishing eligibility,  would  be  likely  to  affect  significant  numbers  of  Indian  people. 
If  no  special  exemption  is  made  for  trust  income,  then  the  definition  of  income 
proposed  in  the  bills  is  sufficiently  wide  to  encompass  it  as  both  a  taxable  resource 
and  a  resource  to  be  taken  into  account  in  determining  eligibility  for  low  income 
plans. 


«  Disregard  of  Indian  Income  Program  is  a  statewide  program  operated  by  the  Mon- 
tana Division  of  Economic  Assistance. 
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3.  Effects  of  payment  on  access  to  care. — The  most  desirable  payment  system 
from  the  point  of  view  of  ensuring  equal  access  to  care,  is  a  system  based  on 
progressive  taxation  and  without  any  co-insurance  or  deductibles.  Both  the 
Kennedy-Corman  and  the  Young  Bills  fulfill  these  requirements.  The  taxation 
proposed  under  the  Young  Bill  is  more  progressive  than  that  of  the  Kennedy- 
Corman  Bill  in  so  far  as  it  imposes  no  upper  limits  on  taxation  of  incomes  for  health 
care  and  involves  a  system  of  tax  credits  that  benefit  lower  income  people. 

The  importance  of  eliminating  co-insurance  and  deductibles  lies  in  the  fact 
that  they  can  often  prevent  low  income  people  from  obtaining  needed  care.  The 
intent  of  cost  sharing  through  co-insurance  and  deductibles  is  to  curtail  the  need- 
less use  of  services  by  forcing  the  consumer  to  pay  part,  or  all  of  the  initial  bill, 
and  also  to  limit  the  insurer's  financial  risk.  Several  studies  have  indicated  that 
cost  sharing  is  effective  in  curtailing  demand  for  medical  care.12  However,  the 
problem  that  is  posed  for  low  income  people  is  that  cost  sharing  is  likely  to  curtail 
demand  for  needed  services.  Utilization  data  show  that  low  income  people  con- 
sistently use  less  medical  care  than  middle  and  upper  income  people.13  Lu  Ann 
Aday's  work  on  access  to  medical  care  has  shown  that  even  when  disability  is  held 
constant  and  access  to  care  is  related  to  need,  the  non-white  and  the  poor  use  less 
physician  visits  relative  to  need  than  do  higher  income  whites.14 

The  Long-Ribicoff,  Ullman,  and  Mclntyre-Burleson  Bills  are  all  based  on  a 
system  of  premiums,  co-payments,  and  deductibles.  While  the  three  bills  all  con- 
tain provisions  for  cost  sharing  for  low  income  people  that  are  geared  to  income 
and  family  size,  some  expenditures  could  be  substantial.  All  three  bills  have  both 
an  insurance  plan  geared  to  the  majority  population  and  a  plan  designed  for  low 
income  people.  Looking  briefly  at  the  plans  for  the  middle  and  upper  income  work- 
ers it  can  be  seen  that  substantial  oulays  for  health  care  are  to  be  anticipated. 
The  employee  plans  of  the  Ullman  and  Mclntyre-Burleson  Bills  and  the  certified 
insurance  plan  of  the  Long-Ribicoff  Bill  allow  for  premiums  which  are  to  be 
shared  75-25  percent  between  the  employer  and  employee.  The  Mclntyre- 
Burleson  Bill  also  provides  for  a  deductible  of  $100  followed  by  co-insurance  of  20 
percent  on  most  services,  50  percent  on  mental  health  and  certain  dental  service, 
up  to  a  $1,000  limit.  Under  the  Ullman  Bill  there  is  a  range  of  co-payments  vary- 
ing from  a  20  percent  co-payment  for  dental  and  outpatient  diagnostic  procedures 
to  a  $2  per  visit/day  payment  for  physician  visits  and  a  $5  per  day  co-payment  for 
hospital  care.  The  Long-Ribicoff  voluntary  program  for  certified  insurance  cov- 
erage is  also  supplemented  by  the  mandatory  catastrophic  health  insurance 
program.  However,  this  program  only  takes  effect  after  $2,000  of  medical  expenses 
or  60  days  hospital  care  has  first  been  accrued.  It  is  unlikely  that  this  catastrophic 
health  insurance  will  have  great  impact  on  Indian  health  issues. 

The  plans  designed  to  meet  the  needs  of  low  income  people  are  of  more  relevance 
to  Indian  and  Alaska  Native  people.  Since  a  substantial  number  of  Indians  both 
on  and  off  reservations  have  annual  income  of  less  than  $5,000,  it  is  likely  that 
many  Indians  would  be  eligible  for  the  low  income  plans  that  involve  little  or  no 
cost  sharing.  Thus  in  practical  terms  Indians  may  be  liable  for  little  payment  under 
national  health  insurance,  although  the  principle  of  Indian  rights  to  free  care  is 
still  at  stake.  The  Long-Ribicoff  Bill  offers  a  medical  assistance  plan  (MAP) 
which  requires  no  premium  and  entails  limited  cost  sharing.  All  MAP  par- 
ticipants are  required  to  pay  $3  for  each  of  the  first  ten  visits  to  a  doctor  per  year 
per  family  (maximum  of  $30).  Co-payment  is  also  required  after  the  sixtieth  day 
in  a  long  term  care  facility.  However,  the  co-payment  requirements  are  not  as 
significant  as  the  fact  that  MAP  has  a  very  abrupt  boundary  line  which  un- 
doubtedly causes  a  "notch  effect"  as  in  Medicaid.  There  is  no  graduated  eligibility 
above  the  specified  income  levels,  only  a  "spend  down"  provision  for  medical 
expenses.  Thus,  once  above  the  eligibility  levels  for  MAP,  an  individual  or  family 
loses  all  help  with  health  insurance.  Since  the  Long-Ribicoff  Bill  provides  no 
assistance  with  the  cost  of  voluntary  certified  insurance  plans  which  fill  the  gap 
between  MAP  and  the  catastrophic  plan,  people  stand  to  lose  significant  benefits 
by  entering  a  higher  income  plan.  The  undesirable  effects  of  a  Medicaid  "notch"  15 


u  Charles  E.  Phelps  and  Joseph  P.  Newhouse,  Co-insurance  and  the  Demand  for  Medical 
Services,  (R-964-OEO/NC) ,  Santa  Monica,  Calif.,  Rand  Corp.,  April,  1973.  pp.  15-40. 

13  Ronald  Anderson,  Health  Services  Use:  National  Trends  and  Variations,  DHEW  Pub. 
lications  No.  (HSM)  73-3004,  October,  1974. 

14  Lu  Ann  Aday  and  Ronald  Anderson,  Development  of  Indices  of  Access  to  Medical  Care, 
Health  Administration  Press,  Ann  Arbor,  Mich.,  1975,  pp.  33-35. 

15  Elinor  Blake,  "Medical :  The  Fading  of  a  Dream,"  in  Medicaid:  Lessons  for  National 
Health  Insurances,  eds.  Allen  D.  Spiegel,  Simon  Podair,  Aspen  Systems  Corporation, 
1974. 
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are  likely  to  be  repeated  if  MAP  is  adopted  in  its  present  form.  Another  factor 
which  might  penalize  the  poor  is  the  requirement  that  if  a  person  is  eligible  for 
another  plan  of  which  his  share  25  percent  or  less  of  the  premium  period  then  MAP 
benefits  arc  subject  to  a  $250  deductible.  However,  the  legislation  does  not  specify 
whether  the  other  plan  must  have  benefits  comparable  to  MAP. 

Ullman's  bill  requires  co-payments  but  limits  them  according  to  income  and 
family  size.  Most  benefits  under  the  Ullman  Bill  are  subject  to  cost  sharing.  Flat 
rates  of  $2  per  visit  are  levied  for  most  personal  services,  drugs  are  charged  at  $1 
pet  prescription,  but  dental,  vision,  outpatient  diagnostic,  prosthetics  and  am- 
bulance services  are  subject  to  a  20  percent  co-insurance.  While  the  $2  per  visit 
is  unlikely  to  be  a  significant  problem,  the  co-insurance  on  vision  and  dental 
services  for  children  will  deter  the  use  of  such  needed  services  by  the  Indian 
population. 

The  Mclntyre-Burleson  Bill  has  a  state  plan  for  the  poor  and  near  poor  under 
which  all  cost  sharing  amounts  (deductibles,  co-insurance,  and  total  liability) 
will  be  adjusted  according  to  ability  to  pay.  Deductibles  would  range  from  $10 
for  a  single  individual  with  an  adjusted  gross  income  of  less  than  $1,000  and  a 
family  of  three  or  more  with  an  income  less  than  $2,000,  to  $90  for  individuals 
w  ith  less  than  $5,000  in  adjusted  gross  income  and  families  of  three  or  more  with 
income  less  than  $10,000.  The  total  amount  of  cost  sharing  would  be  limited  to 
ten  times  the  amount  of  the  deductible  determined  to  be  applicable  to  a  particular 
individual  or  family  in  a  given  policy  year.  For  example  the  single  individual  with 
less  than  a  $1,000  income  and  the  $10  deductible  would  be  responsible  for  a  total 
of  $100  in  cost  sharing  for  covered  benefits. 

If  Indian  Health  Service  or  some  other  federal  agency  picks  up  the  cost  of 
deductible  and  co-insurance  for  Indians  demand  for  care  will  not  be  curtailed 
by  cost  considerations.  However,  if  no  such  arrangements  are  forthcoming  the 
impact  of  financial  barriers,  combined  with  the  access  problems  due  to  limited 
facilities,  attitudinal  and  cultural  barriers,  may  well  significantly  curtail  Indian 
and  Alaska  Native  use  of  care  under  national  health  insurance. 

D.  Administrative  Issues 

Administrative  issues  posed  to  Indian  and  Alaska  Native  people  by  national 
health  insurance  are  concentrated  in  two  main  areas:  (a)  State  administration  of 
national  health  insurance,  and  (b)  Regulation  of  Indian  Health  Service  and 
tribes,  as  providers  under  national  health  insurance.  Of  these  two  issues  it  is  the 
potential  state  involvement  in  national  health  insurance  that  has  received  the 
greatest  attention  and  concern  from  Indian  people. 

1.  State  administration  of  national  health  insurance. — Several  of  the  national 
health  insurance  bills  anticipate  that  states  will  have  a  significant  role  in  the 
administration  of  the  insurance  system.  The  Ullman  Bill  with  its  provisions  for 
State  Health  Commissions  is  an  example  of  such  an  administrative  approach. 
State  Health  Commissions  would  be  responsible  for  a  large  part  of  the  insurance 
program's  administration  and  for  setting  up  Health  Care  Corporations  within 
each  state.  Health  Care  Corporations  would  be  community  based  non-profit 
organizations  capable  of  providing  comprehensive  health  services  to  the  residents 
of  a  given  geographic  area.  As  administrators  of  the  insurance  program,  states 
are  likely  to  be  involved  in  certifying  providers  and  facilities  and  implementing 
cost  and  quality  controls.  Similarly  the  Mclntyre-Burleson  Bill  provides  for 
state  administration  of  the  low  income  insurance  plan  and  again  it  would  seem 
likely  to  involve  the  state  in  a  substantial  regulatory  control  of  health  care 
providers  and  institutions.  Another  concern  on  the  part  of  Indian  people  is  that 
the  states  would  be  involved  in  receiving  federal  funds  under  national  health 
insurance  and  rechanneling  them  to  individuals  and  providers.  There  is  concern 
that  with  such  an  administrative  mechanism  tribes  would  have  very  little  control 
over  or  input  on  the  use  of  such  funds. 

As  has  been  discussed  state  involvement  in  the  administration  of  national 
health  insurance  is  threatening  to  tribal  sovereignty.  It  is  generally  the  Indian 
position  that  state  or  local  non-Indian  agencies  should  have  no  authority  to 
control,  accredit,  or  to  certify  Indian  tribal  or  IHS  programs.  Furthermore  state 
and  local  agencies  should  not  be  given  any  authority  that  would  violate  the 
rights  of  tribes.  Thus  only  national  health  insurance  programs  providing  for  com- 
pletely federal  administration  of  national  health  insurance  would  be  acceptable 
to  Indian  and  Alaska  Native  people. 

2.  Regulation  of  providers  under  national  health  insurance. — At  present  none  of 
the  five  bills  reviewed  allow  Indian  Health  Service  to  be  a  reimbursable  health 
care  provider  under  national  health  insurance.  The  reasoning  has  been  that 
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Indian  Health  Service  is  already  funded  to  deliver  health  services  and  to  also 
allow  it  to  collect  payments  under  national  health  insurance  would  be  to  set  up 
duplicate  funding.  The  counter  arguments  to  this  point  have  already  been  pre- 
sented in  Chapter  II,  Section  C.  Potential  strategies  to  avoid  such  seeming 
duplication  will  be  discussed  in  Chapter  IV. 

The  position  of  tribally  sponsored  health  organizations  and  urban  Indian 
health  boards,  should  they  be  providers  under  national  health  insurance,  must  also 
be  examined.  Current  legislation  would  seem  to  largely  exclude  such  organizations 
as  providers.  Only  the  Kennedy- Corman  and  Young  Bills  indicate  that  com- 
munity health  centers  and  neighborhood  health  centers  will  be  recognized  as 
providers.  Depending  on  the  definition  used  it  is  possible  that  urban  Indian 
health  boards  could  qualify  as  community  health  centers.  The  Kennedy-Corman 
Bill  also  indicates  that  some  non-profit  agencies  will  be  recognized  for  alcoholism 
treatment  services  and  it  is  possible  tribal  programs  may  qualify  under  this 
provision.  Community  mental  health  centers  are  recognized  providers  under 
most  national  health  insurance  bills.  However,  it's  doubtful  whether  urban  or 
tribal  mental  health  programs  would  be  able  to  meet  the  staffing  requirements 
and  range  of  services  required  for  classification  as  community  mental  health 
centers. 

While  acceptance  as  a  provider  under  national  health  insurance  will  enable  an 
organization  to  collect  reimbursement  for  public  services  it  will  also  require  that 
organization  to  meet  standards  for  practitioners  and  facilities.  Besides  the  prob- 
lems with  state  involvement  in  certifying  practitioners  and  facilities,  there  is  also 
a  potential  problem  that  some  Indian  and  IHS  programs  will  have  difficulty  in 
meeting  the  same  certification  requirements.  Difficulties  will  stem  from  under- 
funding  of  many  IHS  programs  that  has  resulted  in  substandard  facilities  and 
low  patient-staff  ratios  and  from  the  extensive  use  of  Indian  para-professional 
workers.  In  many  Indian  operated  programs,  Indian  para-professional  workers 
who  are  able  to  meet  health  needs  without  the  cultural  and  communication  barriers 
that  often  occur  between  Indian  and  non-Indian  providers  have  been  used  ex- 
tensively. Alcoholism  and  mental  health  programs  have  made  heavy  use  of  such 
Indian  para-professional  workers.  The  precedents  of  Medicare  and  Medicaid 
indicates  that  there  is  a  danger  that  national  health  insurance  may  fail  to  recognize 
the  role  and  capability  of  the  para-professional  and  set  up  requirements  for 
staffing  patterns  based  on  more  traditional  forms  of  health  workers.  Furthermore 
rigid  requirements  for  state  licensure  and  certification  of  personnel  may  be 
difficult  for  some  Indian  organizations  to  meet. 

While  the  above  statements  indicate  that  some  programs  and  facilities  serving 
Indian  people  may  have  difficulties  meeting  certain  requirements,  none  of  the 
above  should  be  construed  as  inferring  that  services  to  Indians  should  be  of  lower 
quality  than  those  available  to  the  rest  of  the  population.  Rather,  the  point  is 
that  regulations  designed  for  the  traditional  health  system  may  not  be  applicable 
to  Indian  needs. 

IV.  CONCLUSIONS 

It  is  clear  from  the  analysis  of  Indian  health  issues  and  national  health  insurance 
bills  that  none  of  the  bills  adequately  address  issues  of  concern  to  Indian  people. 
Further,  it  is  clear  that  the  assumption  currently  underlying  most  national  health 
insurance  legislation,  that  Indians  and  Indian  Health  Service  will  be  unaffected 
by  national  health  insurance,  is  likely  to  prove  erroneous.  Besides  the  specific 
areas  that  have  been  identified  where  national  health  insurance  would  impact  on 
Indian  health  concerns,  there  is  also  the  overall  consideration  that  the  existence 
of  any  relatively  comprehensive  nationarinsurance  scheme  would  put  new  pres- 
sures on  the  health  system  that  would  affect  Indian  Health  Service.  Specifically 
the  availability  to  the  majority  of  the  U.S.  population  of  the  financial  means  to 
purchase  a  broad  range  of  health  services  is  likely  to  increase  demand  for  care 
and  put  pressure  on  supply.16  While  most  national  health  insurance  bills  provide 
some  measures  to  increase  supply  and  redistribute  resources  it  is  unlikely  that 
initially  supply  will  be  sufficient  to  meet  demand.  Indian  Health  Service's  position 
in  competing  for  health  personnel  will  be  weak  in  a  situation  of  intense  pressure 
on  health  resources,  given  IHS's  limited  budget  for  facilities  and  personnel. 
Thus  Indian  Health  Service  may  encounter  even  greater  difficulties  than  at 
present  in  obtaining  the  resources  needed  for  current  service  delivery  levels. 


18  Joseph  P.  Newhouse,  Charles  E.  Phelps,  and  William  B.  Schwartz.  "Policy  Options 
and  the  Impact  of  National  Health  Insurance,"  New  England  Journal  of  Medicine,  Vol.  290, 
No.  24,  June  13,  1974. 
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However,  perhaps  the  most  encouraging  aspect  of  the  national  health  insur- 
ance issue  from  the  Indian  perspective  is  that  enactment  of  a  bill  is  still  some 
time  away,  may  be  as  far  as  five  years  or  more  away.  Thus  Indian  people  have 
time  to  address  the  national  health  insurance  issue  appropriately  and  to  par- 
ticipate in  the  formulation  of  legislation.  Indian  participation  in  the  formulation 
of  legislation  is  far  more  likely  to  bring  appropriate  recognition  of  Indian  issues 
than  reaction  to  legislation  after  the  fact.  The  major  strategy  then  suggested 
is  that  Indian  people  should  not  throw  their  support  behind  any  of  the  national 
health  insurance  bills  as  they  currently  exist.  Instead  efforts  should  be  concen- 
trated on  developing  an  Indian  position  on  national  health  insurance  that  ade- 
quately recognizes  the  concerns  of  all  Indian  people  both  reservation  and 
non-reservation. 

1.  Potential  Indian  position  on  national  health  insurance. — An  Indian  position 
on  national  health  insurance  should  probably  include  five  main  elements: 

(a)  A  reaffirmation  and  redefinition  of  the  rights  of  Indian  people  to  federally 
funded  health  care  which  would  be  an  update  and  clarification  of  the  Snyder 
Act. 

(b)  A  recognition  of  tribal  sovereignty  and  a  requirement  that  if  national 
health  insurance  involves  state  administration  then  IHS  and  Indian  programs 
have  a  separate  set  of  criteria  and  regulatory  mechanisms  that  protect  Indian 
rights  to  health  care  and  tribal  sovereignty. 

(c)  A  requirement  that  national  health  insurance  should  contribute  to  tribal 
self-determination  on  health  issues  by  involving  tribes  in  health  planning  and 
should  prohibit  any  requirements  for  tribes  to  administer  programs  except  under 
established  self-determination  principles. 

(d)  A  guarantee  that  IHS  wTill  receive  funds  through  the  national  health  in- 
surance funding  mechanism  that  will  allow  it  to  upgrade  or  expand  service 
delivery  so  that  Indians  are  assured  of  receiving  at  least  the  same  quality,  quantity, 
and  type  of  service  as  covered  under  the  national  health  insurance  benefit  package 
in  addition  to  the  other  services  IHS  provides. 

(e)  A  clarification  of  the  rights  of  non-reservation  Indians  who  are  unable  to 
receive  services  from  IHS  in  regard  to  their  obligation  (if  any)  to  pay  for  national 
health  insurance  and  in  regard  to  the  support  and  position  of  urban  Indian 
health  programs  under  national  health  insurance. 

It  is  recognized  that  the  development  of  an  Indian  position  that  meets  the 
needs  of  reservation  and  non-reservation  and  federally  and  non-federally  recog- 
nized tribes  will  require  a  significant  amount  of  work.  There  are  confficts  in  the 
assertion  of  Indian  rights  and  of  rights  as  U.S.  citizens  that  particularly  affect 
the  issue  of  voluntary  versus  compulsory  coverage  and  pa}^ment  for  national 
health  insurance.  Such  issues  will  require  careful  investigation  and  thought. 

Another  area  that  will  require  extensive  investigation  is  that  of  IHS  receiving 
funds  through  national  health  insurance.  As  has  been  mentioned,  the  Office  of 
Management  and  Budget  has  indicated  possible  opposition  to  so  called  duplicatory 
funding  of  IHS  through  its  own  appropriations  base  and  from  national  health 
insurance.  This  opposition  is  likely  to  remain  whether  the  IHS  received  reim- 
bursement on  the  basis  of  services  rendered  to  national  health  insurance  bene- 
ficiaries or  in  a  lump  sum  appropriation  based  on  estimated  per  capita  costs  to 
deliver  certain  ranges  of  services.  A  potential  strategy  for  overcoming  the  charge  of 
duplicatory  funding  is  the  clear  establishment  of  the  range  of  services  IHS  is 
required  to  provide  (both  current  and  any  additional  ones  added  by  national  health 
insurance)  the  standards  at  which  the  services  must  be  provided,  the  number  of 
beneficiaries  that  must  be  covered  and  the  average  cost  per  service  to  be  pro- 
vided. If  it  were  possible  to  establish  this  information  base  then  the  adequacy  or 
inadequacy  of  the  IHS  approprations  could  be  judged  and  appropriate  means  of 
making  available  national  health  insurance  funds  could  be  devised.  This  may  seem 
a  simplistic  approach  given  the  current  methods  used  to  fund  IHS  and  the  prob- 
lems in  costing  health  services.  Nevertheless  if  achieved  it  could  put  IHS  on  a 
sound  planning  basis  and  provide  the  information  that  Indian  health  boards  need 
for  effective  participation  in  health  planning  and  evaluation.  There  have  been 
numerous  suggestions  about  separating  existing  IHS  funds  and  national  health 
insurance  funds  and  funneling  some  to  IHS  and  some  to  the  tribes  but  unless  the 
underlying  need  for  health  funding  is  established  all  such  mechanisms  are  prone 
to  the  charge  of  double  funding. 

2.  Strategies  for  Implementing  an  Indian  Position. — Once  an  Indian  position  on 
national  health  insurance  has  been  developed,  and  it  should  be  noted  that  the 
work  of  the  Native  American  Committee  on  NHI  offered  an  excellent  take-off 


261 


point  for  the  development  of  such  a  position,17  the  challenge  is  then  to  get  it 
incorporated  into  national  health  insurance  legislation.  The  first  strategy  must  be 
to  adopt  priorities  regarding  items  in  the  Indian  position.  It  must  be  recognized 
that  it  is  unlikely  that  all  elements  of  an  Indian  national  health  insurance  position 
will  be  adopted  intact  thus  it  would  be  wise  for  Indian  people  to  make  their  own 
decisions  on  the  relative  importance  of  the  provisions.  Once  the  Indian  position  is 
formulated  efforts  should  be  made  to  get  legislators  to  include  a  special  section  on 
Indian  issues  in  whatever  national  health  insurance  bill  is  enacted.  As  has  been 
stated,  it  would  seem  that  only  through  the  means  of  a  special  section  can  Indian 
issues  be  addressed  adequately.  In  terms  of  ensuring  adequate  funding  for  the 
Indian  position  a  strategy  could  be  adopted  of  pressing  for  funding  through  either 
the  IHS  or  national  health  insurance  mechanism,  provided  that  the  rationale  for 
the  funding  were  adequately  recognized  in  whatever  legislation  passed. 

It  is  fully  recognized  that  the  challenges  posed  to  Indian  and  Alaska  Native 
people  by  national  health  insurance  are  great.  Not  only  is  it  a  complex  issue 
that  affects  different  Indian  people  in  different  ways  but  also  it  is  an  issue  with  no 
immediacy.  The  dim  prospects  for  enactment  of  national  health  insurance  in  the 
near  future  make  it  difficult  to  work  up  enthusiasm  to  deal  with  a  long  term  issue 
when  immediate  problems  are  so  pressing.  Nevertheless  national  health  insurance 
offers  a  challenge  to  all  Indian  people  to  develop  a  unified  Indian  position  that 
can  establish  Indian  rights  tojiealth  care  in  the  context  of  a  major  development 
in  U.S.  health  care. 

Indian  Policy  Statements  on  National  Health  Insurance 

The  policy  statements  in  this  appendix  are  those  that  had  been  submitted  to 
the  National  Indian  Health  Board  as  of  December,  1975  together  with  statements 
emanating  from  the  Tucson  Conference  of  June  23-25  on  national  health  insur- 
ance. The  statements  have  been  grouped  under  four  main  headings  corresponding 
to  the  issues  discussed  in  this  analysis.  It  is  recognized  that  some  of  the  statements 
would  fit  under  more  than  one  category  but  for  the  sake  of  brevity  each  statement 
is  listed  only  once.  The  name  of  the  tribe,  organization  or  group  making  the 
statement  is  listed  after  each  entry.  Groups  I  through  VI  refer  to  the  groups  formed 
during  the  Tucson  Conference  to  discuss  and  formulate  policy  statements  on  na- 
tional health  insurance.  The  groups  were  not  continued  after  the  conference. 

It  should  also  be  noted  that  several  tribes  and  organizations  have  developed 
policy  statements  on  national  health  insurance  that  are  in  the  form  of  a  continuous 
narrative  rather  than  itemized  points.  It  was  not  possible  to  condense  narrative 
into  short  statements  to  be  included  in  this  summary.  Thus  the  summary  does 
not  represent  all  policy  statements  developed  to  date  by  Indian  groups. 

L  INDIAN  RIGHTS  TO  HEALTH  CARE  AND  TO  INDIAN-FEDERAL  RELATIONSHIP 

A.  Continuation  of  and  Role  of  Indian  Health  Service 

1.  The  Indian  Service  be  preserved  and  retained  as  health  provider  for  our 
people.  (Pueblo  de  Santa  Clara) 

2.  That  erosion  of  present  Indian  Health  Service  not  be  permitted  and  funds  of 
the  Indian  Health  Services  not  be  deleted  or  lissened  due  to  the  availability  of 
national  health  insurance  to  Indians.  (Pueblo  de  Santa  Clara) 

3.  The  Indian  Health  Service  be  given  authority  to  retain  and  utilize  at  the 
Service  Unit  Level  reimbursable  monies.  (Pueblo  de  Santa  Clara) 

4.  Indian  Health  Service  is  a  federal  agency  which  is  mandated  to  provide  health 
services  to  Indian  people  in  a  way  which  is  special  to  the  particular  social,  cultural, 
and  economic  needs  of  the  American  Indian.  (Lummi) 

5.  The  services  provided  by  Indian  Health  Service  are  based  upon  the  special 
and  unique  legal  trust  relationship  under  treaties  between  Indian  tribes  and  the 
United  States  government.  (Lummi) 

6.  Indian  Health  Service  must  be  the  lead  agency  for  the  securing  of  financial 
and  technical  assistance  from  other  agencies  and  sources  with  responsibility  for 
the  health  care  of  the  Indian  people.  (Lummi) 

7.  Affirmation  of  the  unique  status  of  Indian  people.  Federal  health  services  to 
maintain  and  improve  the  health  of  Indian  people  are  consonant  with  and  required 
by  the  Federal  Government's  historical,  moral  and  unique  legal  relationship  with, 
and  resulting  responsibility  to  the  Indian  people.  It  should  be  a  major  national 


17  Working  Position  on  Issues  of  National  Health  Insurance  for  Indian  People,  prepared 
by  The  Native  American  Committee  on  NHI  at  its  meeting  in  Denver,  Colo.,  January  27- 
29,  1975,  Mimeograph. 
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goal  of  the  United  States  to  provide  the  quantity  and  quality  of  hoalth  services 
which  will  permit  the  health  status  of  Indians  to  be  raised  to  the  highest  possible 
level  and  to  encourage  the  maximum  participation  of  Indians  in  the  planning  and 
management  of  these  services. 

Indian  people's  growth  of  confidence  in  Federal  Indian  health  services  is  re- 
vealed in  their  increasingly  heavy  use  of  these  services.  Progress  toward  the  goal 
of  better  Indian  health  is  dependent  on  this  continued  growth  of  confidence.  This 
progress  and  confidence  are  dependent  on  improved  Federal  Indian  health 
services. 

It  should  be  the  policy  of  the  United  States,  in  fulfillment  of  its  special  responsi- 
bilities and  legal  obligations  to  the  Indian  people  to  meet  the  national  goal  of 
providing  the  highest  possible  health  services  with  all  resources  necessary  to  effect 
that  policy.  (Santa  Fe) 

8.  The  Indian  Health  Service  should  continue  to  provide  comprehensive  health 
care  to  Indian  people.  The  Public  Health  Service  through  the  Indian  Health 
Service  provides  comprehensive  health  care  to  Indian  people  and  in  some  cases 
is  the  only  provider  of  health  services  to  Indian  people.  Any  program  of  national 
health  insurance  should  help  finance  the  Indian  Health  Service  in  this  role. 
(Santa  Fe) 

9.  That  the  Indian  Public  Health  Service  be  retained  and  expanded  with  in- 
creased funding  made  available  to  update  existing  facilities  and  services.  (Colville) 

10.  That  the  present  federal  responsibility  for  health  care  of  American  Indians 
must  be  continued.  (Papago) 

11.  That  the  Indian  Health  Service  and  its  present  health  benefit  package 
must  be  continued,  expanded  and  improved;  including  funding  of  direct  care; 
transportation;  field  health  services;  environmental  health  services;  contract 
care  money;  and  tribal  health  programs.  (Papago) 

12.  That  there  is  a  need  for  a  drastically  increased  budget  for  Indian  Health 
Service  and  its  associated  programs.  (Papago) 

13.  The  position  of  the  Association  of  American  Indian  Physicians  is  that 
provision  for  health  services  must  remain  a  federal  obligation  to  tribes  and  that 
this  authority  not  be  delegated  to  any  other  governing  body  except  the  tribe. 
(AAIP) 

14.  In  lieu  of  appropriating  funds  for  Indian  people  through  national  health 
insurance  that  existing  Indian  health  programs  be  funded  at  a  significant  level 
and  expanded  to  incorporate  a  comprehensive  health  care  delivery  system  with 
independent  but  equal  facilities  which  will  elevate  the  health  status  of  the 
American  Indian  to  a  level  commensurate  and  equal  to  the  total  United  States 
population.  (AAIP) 

15.  Tucson  NHI  Conference  Group  I  Position: 

a.  That  Indian  Health  Service  be  preserved. 

b.  Indian  Health  Service  should  be  given  third  party  reimbursement  authority. 

c.  IHS  should  be  given  authority  to  retain  and  utilize  reimbursement  money 
at  the  Service  Unit  Level. 

d.  That  a  system  of  accountability  be  established  for  these  funds. 

e.  That  funds  of  IHS  not  be  deleted  or  lessened  due  to  the  availability  of  NHI 
to  all  Indians — that  erosion  of  present  IHS  services  not  be  permitted. 

f.  Indian  health  boards,  tribes,  be  used  as  vehicles  to  participate  in  all  IHS 
programs. 

16.  The  Federal  government  must  recognize  its  legal  obligations  to  maintain 
the  Indian  Health  Service  delivery  system  as  a  treaty  obligation  regardless  of 
any  other  health  financing  mechanisms  that  may  be  developed.  (Tucson  Con- 
ference Group  VI) 

17.  Indian  Health  Service  must  be  authorized  to  receive  reimbursement  from 
third  party  payments,  and  to  use  those  monies  to  increase  service  delivery  to 
meet  the  needs.  (Tucson  Conference  Group  VI) 

B.  No  Payment  for  Health  Care 

1.  Procedures  be  developed  to  permit  the  Indian  Health  Service  to  pay  for 
co-insurance  and  deductibles  if  needed.  (Pueblo  de  Santa  Clara) 

2.  Indians  who  are  served  by  the  Indian  Health  Service  should  not  be  in- 
corporated under  a  less  comprehensive  national  health  insurance  program  and 
should  continue  to  receive  their  treaty  guaranteed  rights  without  compulsory 
charges  or  taxation  for  the  continued  exercise  of  those  rights.  (Lummi) 

3.  That  all  premium  payments  be  paid  by  the  Federal  Government  and  that 
no  erosion  of  federal  responsibility  or  trust  responsibilities  be  violated.  (Colville) 

4.  That  Indian  people  should  not  be  taxed  nor  charged  in  any  way  for  health 
care,  services,  nor  insurance.  (Papago) 
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5.  No  compulsory  charges  or  taxation  for  enrolled  members  of  federally  recog- 
nized tribes  for  health  care.  (AAIP) 

6.  That  procedures  be  developed  to  permit  IHS  to  pay  for  co-insurance  and 
deductibles — if  needed.  (Tucson  Conference  Group  I) 

7.  That  Indians  not  be  taxed  for  health  services.  (Tucson  Conference  Group  I) 

8.  Treaty  rights  still  should  be  upheld  (Federal  government  pay  premiums 
for  Indians).  (Tucson  Conference  Group  II) 

9.  Indians  must  be  excluded  from  mandatory  health  insurance  taxes.  (Tucson 
Conference  Group  II) 

10.  Health  care  for  Indian  people  should  be  provided  without  cost  to  tribes  or 
individuals  because  of  our  unique  relationship  with  the  Federal  Government. 
(Tucson  Conference  Group  IV) 

11.  There  must  be  no  compulsory  charges  or  taxation  for  enrolled  members  of 
federally  recognized  tribes  for  health  care  no  matter  where  they  live  or  where  they 
get  their  health  care.  (Tucson  Conference  Group  VI) 

C.  Rights  of  Non-Reservation  Indians 

1.  Any  national  health  insurance  program  which  might  be  adopted  by  Congress 
should  include  special  provisions  for  urban  and  rural  Indians  not  covered  under 
Indian  Health  Service  and  those  Indian  people  who  have  had  to  leave  their  reserva- 
tions should  receive  such  services  under  their  tribal  treaty  rights  without  ad- 
ditional compulsory  charges  or  taxation.  Further  and  more  extensive  Indian 
health  care  programs,  such  as  those  contemplated  by  S522,  should  be  enacted  to 
benefit  all  Indian  people.  (Lummi) 

2.  That  no  blood  quantum  or  residency  requirements  be  the  criteria  for  eligi- 
bility for  services  from  the  national  health  insurance  program  and  that  all  en- 
rolled members  of  a  recognized  tribe  be  served  under  this  program.  (Colville) 

3.  Because  urban,  enrolled  Indians  do  not  receive  direct  medical  services 
appropriations  must  be  provided  at  an  increased  level  to  meet  these  health  needs 
as  well  as  the  health  needs  of  all  members  of  federally  recognized  tribes  currently 
being  serviced  by  Indian  Health  Service  regardless  of  place  of  residence.  (AAIP) 

4.  Funding  of  Indian  Health  Service  must  be  substantially  increased  to  allow 
service  delivery  to  meet  all  the  needs  of  reservation  Indians  and  service  delivery 
to  urban  Indians  should  they  choose  to  receive  it.  Funding  for  urban  programs 
through  Indian  Health  Service  must  be  increased.  (Tucson  Conference  Group  VI) 

II.  TRIBAL  SOVEREIGNTY  AND  INDIAN  SELF-DETERMINATION 

A.  Tribal  Role  in  National  Health  Insurance 

1.  Funds  allocated  for  national  health  insurance  be  directed  to  and  be  adminis- 
tered by  the  Indian  tribes.  (Pueblo  de  Santa  Clara) 

2.  Indian  Sovereignty.  Indian  tribes  are  a  sovereign  power.  Tribal  governments 
are  recognized  as  the  authority  delegated  to  exercise  that  power.  The  power  of  a 
sovereign  necessarily  contains  the  power  to  determine  the  needs  and  goals  of  its 
community.  (Santa  Fe) 

3.  Indian  Self -Determination.  Any  national  program  to  finance  the  reimburse- 
ment of  the  cost  of  medical  services  affecting  members  of  an  Indian  tribe  must 
recognize  and  utilize  tribal  governments  as  the  proper  administrator  of  that 
program.  (Santa  Fe) 

4.  That  special  provisions  be  written  into  the  National  Health  Insurance  Act 
that  will  clearly  establish  that  all  funds  and  program  structure  be  channeled 
directly  to  tribes  and  not  channeled  through  states'  system.  (Colville) 

5.  That  the  present  development  of  tribally  controlled  health  systems  appro- 
priate to  local  needs  must  be  continued  and  expanded.  (Papago) 

6.  That  funding  be  allocated  for  NHI  and  be  administered  by  the  tribes. 
(Tucson  Conference  Group  I) 

7.  That  Indian  health  boards  and  the  tribes  be  used  as  vehicles  to  participate  in 
the  implementation  of  NHI.  (Tucson  Conference  Group  I) 

8.  Tribal  sovereignty  should  not  be  overlooked.  (Tucson  Conference  Group  II) 

9.  Funding  for  all  Indian  programs  including  health  care  should  be  direct  fund- 
ing to  Indian  tribes  or  tribal  organizations  and  not  to  states.  (Tucson  Conference 
Group  IV) 

B.  Self -Determination 

1.  Indian  people  in  carrying  out  the  self-determination  program  announced  by 
the  federal  government  must  continue  to  be  provided  with  health  services  by  the 


264 


Indian  Health  Service  and  the  Indian  Health  Service  should  be  strengthened 
and  expanded  to  incorporate  a  comprehensive  health  care  delivery  system  to 
meet  the  needs  of  the  Indian  people.  (Lummi) 

2.  That  tribal  sovereignty  be  upheld  and  not  lost  in  the  process  of  implementing 
a  national  health  insurance  program  and  will  not  disturb  the  structure  of  the 
Indian  Health  Service  and  tribal  sovereignty.  (Colville) 

C.  No  Stale  Role  in  National  Health  Insurance 

1.  Support  will  not  be  given  of  any  bills  which  allows  state  administration  of 
the  national  health  insurance.  (Pueblo  de  Santa  Clara) 

2.  Governmental  supervision  of  Indian  health  care  delivery  system  should  be 
in  the  hands  of  the  federal  government  and  the  tribe  exercising  its  sovereignty 
and  should  never  be  put  in  the  hands  of  a  state.  (Lummi) 

3.  That  tribal  sovereignty  must  be  continued  and  strengthened  and  that  tribes 
and  their  health  services  should  not  be  subject  to  state  or  non-Indian  local  control, 
regulation  or  interference.  (Papago) 

4.  We  should  not  support  any  bill  which  allows  for  state  administration  of  NHL 
(Tucson  Conference  Group  I) 

5.  No  state  jurisdiction  in  national  health  insurance.  (Tucson  Conference 
Group  II) 

III.  INDIAN  RIGHTS  AS  U.S.  CITIZENS 

1.  Indian  people  enjoy  rights  both  as  Indians  and  as  American  citizens.  A  program 
of  national  health  insurance  should  not  exclude  Indian  people  because  of  the 
availability  of  the  Indian  Health  Service.  Individual  Indian  persons  should  be 
entitled  to  the  use  of  both  Federal  Indian  Health  Service  and  a  program  of 
national  health  insurance.  (Santa  Fe) 

2.  That  NHI  should  be  available  on  an  individual  voluntary  basis  to  all  Indians 
regardless  of  residence  or  level  of  income.  (Tucson  Conference  Group  I) 

3.  Rights  of  Indians  as  U.S.  citizens  upheld.  (Tucson  Conference  Group  II) 

4.  National  health  insurance  must  be  set  up  so  that  Indian  people  can  also  be 
included  if  they  wish.  Specifically,  national  health  insurance  should  be  available 
to  all  residents  of  the  U.S.  and  not  be  related  to  employment  or  income  status. 
(Tucson  Conference  Group  II) 

IV.  THE  CONTENT  OF  NATIONAL  HEALTH  INSURANCE  LEGISLATION 

1.  National  health  insurance  should  be  consistent  with  existing  Indian  health  care 
legislation.  (Santa  Fe) 

2.  That  funds  be  assured  to  up-grade  IHS  to  the  level  of  services  available 
through  NHI.  (Tucson  Conference  Group  I) 

3.  NHI  should  supplement  IHS,  example:  In  areas  where  IHS  facilities  are  not 
up  to  par  and  in  these  areas  NHI  could  be  used  effectively.  (Tucson  Conference 
Group  II) 

4.  National  health  insurance  must  cover  a  comprehensive  range  of  services 
including  all  general  ambulatory,  inpatient,  long  term,  extended  care  services, 
dental  services,  optical  services,  services  provided  by  traditional  healers,  health 
education,  mental  health,  alcoholism,  prescription  drugs,  nutrition,  health 
equipment,  prostheses,  outreach  and  transportation  services.  (Tucson  Conference 
Group  VI) 

5.  National  health  insurance  must  include  money  for  facilities  with  special 
recognition  of  all  Indian  needs.  (Tucson  Conference  Group  VI) 

6.  National  health  insurance  must  include  money  for  training  Indians  in  all 
types  of  health  careers.  (Tucson  Conference  Group  VI) 
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